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CHLOROMYCETIN 


Staphylococci are notorious for the variety of infections they cause and for their ability to develop 
resistance to certain antibiotics.!-> According to recent in vitro studies, however, these stubborn 


pathogens remain sensitive to CHLOROMYCETIN-?® 


Highly effective against’ most strains of staphylococci, CHLOROMYCETIN has been reported of 
value in treatment for such serious infections as staphylococcal pericarditis,? antibiotic-resistant 
postoperative wound infections, antibiotic-resistant breast abscesses,°-!! pneumonia due to 
antibiotic-resistant staphylococci,!2 postoperative staphylococcal enteritis,!> and septicemia.!+4-15 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in several forms, including Kapseals® of 


250 mg., bottles of 16 and 100. 


CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been asso- 
ciated with its administration, it should not be used indiscriminately or for minor infections. Furthermore, 
as with certain other drugs, adequate blood studies should be made when the patient requires prolonged or 


intermittent therapy. 
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Miles and His Operation—A Semi-Centenary Celebration 


Fifty years ago this month an article ap- 
peared in the Lancet which was to revolu- 
tionize the treatment for cancer of the rec- 
tum and sigmoid colon. Its title was “A 
Method for Performing Abdomino-Perineal 
Excision for Carcinoma of the Rectum and 
of the Terminal Portion of the Pelvic 
Colon.’”” The author was Mr. W. Ernest 
Miles, of London. 


Faget was the first surgeon to extirpate 
a malignant rectum.” This operation was 
performed in 1739. Further attempts to 
treat rectal cancer by surgery languished 
until the last quarter of the nineteenth cen- 
tury. During the period 1880 to 1910 rectal 
excision became generally adopted largely 
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because of the work of German and French 
surgeons. The tendency of the French was 
to create a permanent iliac colostomy but 
the Germans endeavored to preserve the 
sphincter ani which they felt could, as a rule, 
be retained The leader of the German view 
was Kraske, while the Frenchmen Quenu 
and Hartmann favored the more radical op- 
eration. 


Miles’ early operations were restricted 
perineal excisions such as were in vogue at 
that time. He was dismayed when he found 
that his recurrence rate was a shocking 
100% in the 37% of patients he had select- 
ed as suitable for operation. He gradually 
extended the scope of his operation to in- 
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clude a preliminary colostomy, complete re- 
moval of the rectum, anus, lowermost part 
of the pelvic mosocolon together with the 
retrorectal glands, section of the bowel at 
the mid pelvic loop, finally bringing the 
proximal portion down to form a perineal 
colostomy. Although this technique was the 
most extensive that could be carried out peri- 
neally, Miles found that his results were 
still atrocious, recurrences appearing 
promptly in 55 out of 58 patients who had 
submitted to extended perineal extirpation. 


Miles then began a systematic study of 
the anatomy of the pelvic and lower intes- 
tinal vessels no doubt using the research of 
de Dietricks and Archibald Leitch for points 
of departure. His observations, made at the 
Royal Cancer Hospital, led him to the con- 
clusion that mural spread of rectal cancer 
was negligible but that there were three 
principal routes for metastasis:' (1) The 
zone of downward spread to ischio-recta! fat, 
external sphincter muscle and perianal skin. 
(2). The zone of lateral spread through the 
levator ani muscles, the coccygei, the pelvic 
peritoneum and the internal iliac glands. 
(3). The zone of upward spread via the 
retrorectal, paracolic and aortic glands. As 
a result of these observations he properly 
concluded that he had failed to prevent can- 
cer recurrence because tissues of the upward 
zone of spread, already invaded, lay beyond 
the reach of any operation carried out solely 
from below. 


Czerny, in 1883, had revived Faget’s op- 
eration done a hundred and twenty years 
before. Quenu and Hartmann were early 
converts to this mode of attack and strongly 
advocated Czerny’s operation. Miles plan- 
ned his abdomino-perineal resection based 
upon the same operation but he added cer- 
tain personal changes which he felt would 
increase the chance of totally ablating pos- 
sible tumorspread through the downward 
and lateral zones. He first performed this 
operation in 1907. He wrote in January, 
1913: “The operation is a severe one. I do 
not think it should be performed on those 
over 60 years of age; of 10 such cases all 
died. With regard to the remainder, of 
whom there were 36, eight died from the ef- 
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fects of the operation, four have had recur- 
rences, two died of intercurrent disease, 
while 22 are today alive and well after pe- 
riods varying from six months to six years.’”" 


Indeed a far cry from his former disas- 
trous experience. 


Hartmann was quick to swing to his sup- 
port. In fact the following remarks by Prof. 
Hartmann appeared in the Annals of Sur- 
gery in 1909, a year after Miles’ classic re- 
port: “It is true that up till now the results 
of abdominal and perineal amputations of 
the terminal parts of the intestine have not 
been very encouraging. We believe, how- 
ever, that with the actual improvement of 
the technic they will become better, and that 
the abdomino-perineal path is to be the path 
of the future. Personally, we have in these 
recent days done this abdomino-perineal op- 
eration four times—three times bringing 
down the pelvic colon through the perineum 
and once the upper end of an iliac incision 
and total extirpation of the lower end. We 
have had three cures and one death by hem- 
orrhage, the result of an operative fault 
which it should be possible to avoid.’’”* 


Who was this dogged individual to whom 
such appalling mortality rates were not a 
signal for surrender but rather were chal- 
lenges to seek out some better means toward 
cure of what was then an almost incurable 
disease? 


William Ernest Miles was born in 1869 on 
the island of Trinidad, British West Indies. 
He was the only son of William Miles, J. P., 
headmaster of the Queen’s Royal College of 
that island. His mother was of Irish descent 
and some of his forebearers had served in 
the Peninsula Campaigns with Wellington. 


As a matter of course his early education 
was obtained in the Trinidad school head- 
ed by his father. He then attended the med- 
ical school at St. Bartholomew’s Hospital, 
London, from which he graduated in 1891. 
Three years later he qualified as a Fellow 
of the Royal College of Surgeons at the early 
age of 25. He then served as demonstrator 
in anatomy at St. Bart’s until, in 1899, he 
was appointed assistant surgeon to the Royal 
Cancer Hospital. Four years later he was 
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promoted to the senior staff there. In his 
early days he was said to be of an irascible 
and uncompromising nature. This tempera- 
ment, much mellowed in later years, has been 
alleged to be the cause of his otherwise un- 
accountable failure to be appointed to the 
staff at St. Bartholomew’s. This reputation 
for a brittle temper is hard to reconcile with 
he reputation he had as a racounteur and 
sportsman. He was a boxer, golfer, steeple- 
‘hase rider and better than average tennis 
layer. Indeed he excelled so well at the 
ater sport that he defeated the reigning 
ennis champion at tournaments on two 
ecasions ! 


He was such a devoted follower of horse- 
‘acing that he is said not to have missed 
seeing the Grand National in 50 years. He 
naintained a box at Ascot in which he loved 
io entertain his friends and visitors. He 
mce invited a famous Irish surgeon, visit- 
ing London, to spend an afternoon at the 
races with him. The visitor, strangely for 
an Irishman, had never witnessed a race in 
his life, but following Sir Ernest’s advice, 
backed five winners in the course of the af- 
ternoon. After he had pocketed his win- 
nings from the last race he turned to Miles 
and remarked, “Why in the world do you 
bother to labor so hard at surgery as long 
as there are race courses?” Another story 
which involved the horse world was that of 
a famous owner who bade his trainer good- 
bye, saying that he was about to undergo a 
big abdominal operation by Sir Ernest Miles. 
The trainer, who had already been operated 
on by Sir Ernest, shook hands with his em- 
ployer and said in the vernacular of the 
track, “Have no fear, milord, you are al- 
ready home and dried.” 


Writing in Miles’ obituary, Mr. Michael 
Smyth recalls this scene of Sir Ernest in his 
operating room: “To see Miles at work with 
his assistants was to see British surgery at 
its best. There was a calm unhurried atmos- 
phere about the theatre, and the leisurely 
manner in which he went about his work 
made the whole performance seem at first 
somewhat slow. This was deceptive, of 
course, for there was an economy of move- 
ment and an effortless ease which only skill 
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and experience could bring about. There 
was no delay, no hitch, everything looked 
simple, and the operation moved on quietly 
to its close. A glance at the clock showed 
that it had all taken place in an incredibly 
short space of time—in fact, as Lord Myni- 
han remarked, “the clock stood still.” And 
after it all there was the chat about the op- 
eration, the cup of tea and the cigarette— 
all very friendly, for Miles was the most 
approachable of all men, and was kindness 


’ 


itself to visiting surgeons and students.’”* 


It must be remembered that the surgeon 
of fifty years ago lacked almost all of those 
adjuncts to patient safety that we accept as 
a matter of course today. His anesthesia 
was primitive; he had no antibiotics or sul- 
fonamides; blood transfusion was a greater 
hazard than hemorrhage and intravenous 
saline infusions had just been introduced. 
The surgeon of those days substituted skill, 
speed and great courage for all such ancil- 
lary aids. Sir Ernest Miles was no excep- 
tion. Originally it required about two hours 
for him to perform abdomino-perineal re- 
section. By his own extraordinary dexterity 
and by carefully training his assistants to 
anticipate his next move he finally was able 
to complete this formidable procedure with- 
in the unbelievable time of thirty minutes 
and even less! He thus was able to reduce 
his operative mortality to a very small 
figure. 


His distinguished career was rocked by 
one affair in which he was charged with 
malpractice. In 1930 he was sued by a lady 
who alleged that he had left a pair of artery 
forceps in her abdomen when he had op- 
erated upon her six years before. Techni- 
cally Miles was entitled to plead immunity 
under the statute of limitations. While this 
would have stopped the case before it start- 
ed, he felt that such a defense would harm 
his reputation. He therefore waived im- 
munity. He and his attorneys then proved 
that the forceps had not been left behind by 
Miles but by a French surgeon who had op- 
erated on the plaintiff at another time while 
she was in France. The jury was convinced 
and by denying the plaintiff's allegation con- 
firmed Sir Ernest’s stand. 








Among his other activities he had been a 
Territorial (National Guard) officer years 
before August 1914. When World War I 
was declared he served in France and Bel- 
gium. In the autumn of 1917 he worked on 
16-hour shifts for month on end at an “ad- 
vanced abdominal center” just outside bloody 
Ypres. He saw further combat service as 
deputy commander of the 58th Division Med- 
ical Regiment. At the conclusion of the war 
he had risen to the post of Consulting Sur- 
geon in the Etaples area of the Pas de Calais. 


Honors, including knightship, showered 
on him after the war years. Included among 
those from abroad were honorary fellowship 
of the American College of Surgeons and of 
the American Proctologic Society. Of all the 
honors which were bestowed upon him two 
pleased him most. One was honorary fel- 
lowship in the Royal College of Surgeons of 
Ireland, undoubtedly because of his Irish 
blood ; the other was a tribute to him on his 
last birthday signed by the members of the 
staff of St. Mark’s Hospital, “wishing him 
every happiness in his retirement, acknowl- 
edging him as a great friend and a trusted 
leader in their specialty.” 


After the death of his first wife he mar- 
ried Janet Mary Loxton in 1944. Mrs. Miles, 
who was well known in surgical circles, was 
with him when the end came quietly Sep- 
tember 24, 1947. 


There were no children from either mar- 
riage. 
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Concerning a Change of Status of 


* The Welfare Department's 


Medical Care Program* 


In its present form the medical care pro- 
gram for recipients of public welfare funds 
is the result of much debate, intensive arbi- 
tration, and continuing deliberation. It is a 
program which is constantly subjected to 
scrutiny and trial by every physician who 
embraces it when providing professional 
care for an eligible patient. 


Each year at the annual meeting of the 
Oklahoma State Medical Association, the 
entire program is reviewed and evaluated. 
If it wins the approval of the state’s phy- 
sicians, the program will stand on its merits 
and its usefulness. If it fails to obtain such 
favor in an expressed majority opinion, our 
official participation will come to an abrupt 
end. Safeguarding our continued participa- 
tion requires free exposure and accessibility. 


The committee which deals with this pro- 
gram on behalf of the physicians through- 
out the state concerns itself with expressions 
of pleasure and displeasure; it seeks out and 
hears plaintiffs and defendants; it solicits 
criticism and keeps careful watch over 
changing trends; it invites suggestions for 
modification and it is grateful for the de- 
votion and interest of those persons who 
go to the immense trouble and spend the 
necessary time in expressing such recom- 


mendations they may wish to make. 


Currently, as in the past, some of us feel 
that the problem of physician and hospital 
reimbursement should be turned over to a 
non-governmental agency, i.e., an interposed 
insurance carrier. Specifically it has been 
recommended that Blue Cross-Blue Shield 
be invited to play such a role. It is appre- 
ciated that this recommendation was made 
following a sage and detailed evaluation of 
the desirable and undesirable potentialities 
of such a change. The sincerity of the propo- 
sition is acknowledged. 


This is an editorial that the Journal requested of Doctor 
Johnson, expressing his committee's views since they were 
not in agreement with those set out editorially in the Septem- 
ber issue 
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Following its initial hearing on the recom- 
mendation, the Oklahoma State Medical. As- 
sociation’s Committee on Medical Care for 
Recipients of Public Welfare Funds, al- 
though making no formal resolution or mo- 
tion, felt that it would be unwise to extend 
such an invitation at this time. 


Although no one person can speak for the 
committee as a whole, it is possible to set 
forth some of the general tenets upon which 
such a decision was founded. Naturally not 
every member of the committee shared iden- 
tical convictions concerning each point. How- 
ever, each member found sufficient basis in 
one or more of the seven factors discussed 
herewith to concur in the majority view. 


FIRST: In order to make such partici- 
pation actuarially feasible, the committee 
was told that a service type policy would be 
mandatory. Thus in recommending insur- 
ance-carrier participation the committee 
would be endorsing the entire pholosophy of 
service contracts. Since the State Medical 
Association has previously expressed itself 
in this regard, the committee would be ex- 
tending itself beyond its duly limited objec- 
tives in making such a recommendation. 


SECOND: To extend an invitation to 
Blue Cross-Blue Shield, the committee felt, 
would be to presume that the majority of 
the members of the Oklahoma State Medical 
Association would be willing to endorse this 
underwriter in lieu of other potential bid- 
ders. This committee had no information 
at its disposal indicating such a situation 
did or did not prevail and furthermore it 
felt that the determination of such opinion 
was likewise not the proper business of the 
committee. 


THIRD: Insurance carrier participation 
in the medical care program would inevitably 
double, triple or even quadruple the cost of 
administering the program. It is true that 
such an increase would be limited to that 
part of the program which was handled by 
the insurance carrier but would neverthe- 
less represent an extravagant duplication. 
The committee felt that every possible sav- 
ing in administrative cost would be in the 
best interests of the program and the public. 
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FOURTH: The committee feels that the 
physicians of the state presently enjoy their 
rightful position of authority in the medical 
care program. As critics have pointed out, 
it is entirely probable that the program 
would continue even without support of the 
Oklahoma State Medical Association. This 
however, is somewhat beside the point. That 
point is this: Physician cooperation with the 
program and its executors is presently sub- 
ject to direct sanction or disapproval by the 
Oklahoma State Medical Association. Such 
a position would be compromised, if not en- 
tirely destroyed if matters such as allow- 
ances, procedures, and eligibility were to be 
decided by a relatively invulnerable board of 
directors primarily subject to the fiscal de- 
mands of its company. In short, the com- 
mittee felt that the practicing physician 
would have less, not more control over the 
application and development of the program 
if an insurance carrier acted as an executor. 


FIFTH: The wisdom of advising the 
Oklahoma State Medical Association to 
recommend that the federal and state gov- 
ernments enter into a contract with a given 
insurance company is subject to critical 
questioning. Presently the State Medical 
Association is functioning as a volunteer 
group in that its assistance was solicited by 
the people of Oklahoma through its legisla- 
ture. To recommend that the state deal with 
us through an insurance company would be 
to accept a less favorable position in saying 
“let George do it.” 


SIXTH: The present medical care pro- 
gram limits eligibility to those individuals 
(in the adult category) who suffer with a 
“life or sight endangering illness.” In spite 
of its critics, this restriction as it is em- 
ployed in the program, has proved its wis- 
dom. It leaves the ultimate eligibility of 
each case squarely in the same hands that 
hold the ultimate responsibility; the physi- 
cian who is rendering the care. Such a re- 
striction does not mandate unnecessary uti- 
lization of the program, nor does it preclude 
hospitalization of the patient with an “un- 
listed” or “not covered” illnes or disability. 
The committee was doubtful that a partici- 
pating insurance carrier would permit such 
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an ideal matching of eligibility and respon- 
sibility in the utilization of its program. The 
committee felt that any table of eligibility 
drawn up for insurance company participa- 
tion might be broad to the point of extrava- 
gance and narrow to the point of inhumanity 
in any given case. 


SEVENTH: The committee felt that one 
of the strongest points presented in favor 
of insurance carrier participation was a 
presumption and not necessarily a fact. This 
point argued that such an arrangement 
would take public medicine out of govern- 
ment hands and “put it in the hands of an 
agency created by the hospitals and doctors 
to permit the people to budget their funds 


for in-hospital medical cure.” Such an atti- 
tude toward “health insurance” companies 
ignores the fact that they themselves are 
sometime subject to the impulsive whims 
and unenlightened prejudices of an insur- 
ance commissioner. Thus, to consider such 
companies as immune to rigid governmental 
and political control is to expose an incom- 
plete appreciation of the extent of the gov- 
ernment’s existing controls over the prac- 
tice of medicine. It was in consideration of 
these reasons that the Committee on Medical 
Care for Recipients of Public Welfare Funds 
advised against insurance company partici- 
pation in the present medical care program. 


Submitted for the committee.—Mark R. 
Johnson, M.D., Chairman. 





What's Your 
Hobby, Doctor? 


The DOCTOR'S HOBBY SHOW 
has become one of the outstand- 
ing attractions at the OSMA AN- 
NUAL MEETING. A project of 
the Woman’s Auxiliary, the show 
offers physicians an excellent ov- 
portunity to display the products 
of their leisure time. If you have 
a hobby, don’t keep it a secre’ 
. . » Show your colleagues what 
you can do .. . APPLY NOW! 


Doctor’s Hobby Show 


0.S.M.A. Annual Meeting 


Mayo Hotel 


Tulsa 


APRIL 20, 21, 22, 1959 





Application For Hobby Show Space 


OKLAHOMA STATE MEDICAL ASSOCIATION 


DESCRIBE EXHIBIT, including information as to size, 
shape and value (insurance is provided): 


IMPORTANT: Deliver Exhibit to Mayo Hotel by noon, 
April 19. 
and insured at all times. 
noon, April 22, when management responsibility ends. 


53rd ANNUAL MEETING 


Your Exhibit will be personally attended 
It must be picked up by 


MAIL THIS FORM TO: 


Mrs. Wm. R. R. Loney, Chairman 
Doctor’s Hobby Show 
2440 East 26th Place 
Tulsa 14, Oklahoma 
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The Nervous Patient with 


THE NERVOUS STOMACH 


The nervous patient without organic dis- 
ease, but with pain and other symptoms re- 
sulting from the nervous tension, frequently 
receives little medical attention and little or 
no care and understanding. Perhaps too 
many of us, as doctors, have the attitude: 
‘Don’t tell me your troubles. I have troubles 
of my own.” We may be too involved with 
our own tensions and problems to listen to 
those of others. 


Many times I have heard patients describ- 
ed as “crocks.” Some young residents appar- 
ently feel that there is little to be learned 
from patients with functional illness—they 
have no curiosity as to the meaning of the 
patient’s symptoms. Yet if a doctor is to 
recognize and to understand functional gas- 
trointestinal conditions, he must have a 
complete knowledge of organic disease. The 
symptoms of functional disease can be iden- 
tical to the symptoms caused by every or- 
ganic gastrointestinal condition, including 
uleer, cancer, gallbladder colic, and ulcera- 
tive colitis. 


The incidence of nervous tension and the 
symptoms resulting from it are greater than 
for all other diseases combined. More than 
75 per cent of the patients examined in the 
Department of Gastroenterology of the 
Cleveland Clinic come to the Clinic essential- 
ly because of their nervous tension. Five 
hundred consecutive admissions to the De- 
partment of Gastroenterology at the Ochsner 
Clinic were studied'** and 74 per cent were 
found to have functional disease. Bockus 
and Willard* reported that of 1,000 patients 
admitted consecutively at the University of 


*From the Department of Gastroenterology, The Cleveland 
Clinic Foundation and The Frank E. Bunts Educational Insti- 
tute, Cleveland, Ohio. 
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Charles H. Brown, M.D., graduated from Rush 
Medical College in 1938. He is certified by the 
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Doctor Brown is a member of the American 
Federation for Clinical Research, American 
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lege of Physicians. 

This paper was presented at the 52nd Annual 


Meeting of the Oklahoma State Medical Asso- 
ciation in Oklahoma City, May, 1958 


Pennsylvania Graduate School of Medicine 
46 per cent had “nervous” or irritable colons. 

The condition of the nervous patient with 
the nervous stomach and bowel is frequently 


unrecognized and poorly treated.’ For this 
reason, many quacks, faith healers, and 
“colonic irrigation” clinics thrive. If we, as 
doctors, gave these patients more attention, 
listened to them, and cared for them as we 
should, those involved in the irregular prac- 
tice of medicine would be forced out of busi- 
ness. 


The lack of attention given to functional 
disease is vividly demonstrated by a text- 
book‘ on gastroenterology recently published. 
Of some 650 pages, a total of three pages is 
devoted to this problem. I am sure the per- 
centage of patients with functional disease 
among the author’s patients in New York 
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is, if anything, higher than the 75 per cent 
we see in Cleveland. 


The drug companies have been quick to 
realize the importance of emotional disturb- 
ance, both in functional and in organic dis- 
eases. Congressman Blatnik, in an investi- 
gation for the House of Representatives, 
reported that tranquilizing drugs are incor- 
porated in one-third of the prescriptions 
written in the United States. The sale of 
these drugs amounted to 300 million dollars 
in one year. 


As you are aware from leafing through 
medical journals, there is no limit to the ad- 
vertising claims of the tranquilizing drugs. 
They are advertised to be of benefit in car- 
diac conditions, cardiovascular disease, arth- 
ritis and rheumatic disorders, backache, 
dysmenorrhea, in fact pain from any cause, 
asthma, obesity, and almost every type of 
gastrointestinal ailment. Tranquilizers have 
been combined with analgesic, anticholiner- 
gic, and antispasmodic drugs. For example, 
one advertisement claims to “relieve anxiety 
that is so costly to the heart.” That emo- 
tional stress is a serious threat to an already 
diseased heart is a concept with which we 
must completely agree. 


Another medication is advertised for use 
when “anxiety and tension erupt in the gas- 
trointestinal tract.” Other advertisements 
for this same drug indicate its use in duo- 
denal ulcer, ulcerative colitis, ileitis, spastic 
and irritable colon, and other gastrointestin- 
al conditions. Practically all of my patients 
have anxiety and tension erupting in the 
gastrointestinal tract. Perhaps they should 
all receive this medication. Why should they 
even see a doctor? 


Another medication, a combination of a 
tranquilizer and an anticholinergic drug, 
“takes care of the man rather than merely 
his stomach.” We do need to take care of 
the whole man. 


The three advertisements cited are only a 
few examples and were selected only because 
of the color in the advertisements and the 
succinct and apt phrases for the indications 
for the drugs. They show that the pharma- 
ceutical houses are keenly aware of the role 
of emotional and nervous tension in disease. 
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These drugs have been of benefit to and are 


« indicated for many patients. However, to 


prescribe a simple tranquilizer helps the 
anxiety only temporarily; it does not solve 
the emotional problem that causes the nerv- 
ous tension. 


Medicine has progressed tremendously in 
the past 50 years. The average life expect- 
ancy has increased 19 years. But, despite 
the pregress in medicine and surgery, I think 
all of us realize that psychiatry is still de- 
scriptive and mechanistic—still in the 19th 
century. We can discover the cause and 
mechanism of a neurosis in a patient, but 
that does not cure the patient. The diagnosis 
and treatment’ of the most common disease 
we see—nervous tension—are not generally 
taught in medical schools. Most of our resi- 
dents come to us with complete ignorance of 
most functional disease such as the “irritable 
colon syndrome.’ It is not discussed after 
medical school and it is not reported in med- 
ical journals. For example, the signs and 
symptoms of functional disease are sadly 
neglected in books on physical diagnosis. 


It is important to remember that emotion- 
al and nervous tension can cause organic 
disease. Newsweek, March 31, 1958, pub- 
lished a five-page article on Hans Selye and 
the role of stress in causing heart disease, 
arthritis, mental disease, and other condi- 
tions. The article emphasized that hyper- 
tension, in the vast majority of patients, is 
caused not by an adrenal tumor, renal dis- 
ease, or organic heart disease, but by nerv- 
ous tension. Unfortunately, the blood pres- 
sure may become so high that a stroke, a 
heart attack or cardiac failure may result. 
Emotional stress was the immediate cause 
of 49 per cent of attacks of coronary occul- 
sion, as reported by Weiss et al.,' of Phila- 
delphia. Russeck and Zohman* reported sim- 
ilar findings in a ten-year study of 100 
young victims of heart disease, and many 
similar reports are in the medical literature. 
Emotional factors are important in cardio- 
spasm or achalasia, a condition that can re- 
sult in a markedly dilated esophagus, chronic 
bronchitis, bronchiectasis, and irreversible 
pulmonary changes with pulmonary fibrosis. 


Emotional and nervous tension in the pa- 
tient with duodenal ulcer has been described 
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well by Sullivan and McKell,’ and by many 
others. A typical “ulcer-type” personality 
has been described. These patients are out- 
wardly calm, but inwardly they are tense, 
restless, overambitious, and driving. Emo- 
tional factors in ulcerative colitis have long 
yeen recognized. The patient with this dis- 
vase has an ambivalent feeling toward the 
parent of the opposite sex, with both a feel- 
ing of rejection and a feeling of need for 
ove. Acute flare-ups of ulcerative colitis 
‘requently are precipitated by emotional 
‘rises. 


The nervous and emotional bases of an- 
yrexia nervosa, with perhaps an unconscious 
rejection of life and an attempt at a moral 
suicide by the patient are recognized. The 
yrganic changes associated with the disease, 
however, can be severe. Other conditions 
such as hives, urticaria, flushing, neuroder- 
matitis, tics, and pruritus ani may have emo- 
tional bases. 


If nervous tension can cause organic dis- 
ease, we know that conversely, organic dis- 
ease can cause emotional disturbance. Any- 
one who is ill or has pain from organic dis- 
ease, will be emotionally disturbed. For ex- 
ample, the young executive who has had a 
heart attack or a stroke fears he may be “put 
on the shelf.” 


I. The Abdomen—Nervous and 
Emotional Tension 

Nervous tension causes more disturbance 
in the abdomen than in any other system. 
Anxiety and nervous tension usually de 
“erupt” in the gastrointestinal tract, as we 
quoted from one of the drug advertisements 
previously. The abdomen has been called 
the “sounding board of the emotions,” while 
the colon has been called the “mirror of the 
mind.” The mind gets tight and nervous; 
the colon gets tight or spastic. You will re- 
call the “battle diarrhea” or “fear diar- 
rhea” that occurs in every war. Officers 
have frequently considered soldiers who have 
to stop by the roadside to be slackers, but 
the diarrhea is a physiological reaction to 
fear on the part of the individual. Common 
expressions indicate the relation of emotions 
to the abdomen: “The experience (sight, 
smell, etc. )was nauseating,” “brave men 
retched,” and “faint at the sight of blood.” 


December, 1958—Volume 51, Number 12 


Alexander Hamilton Stevens,’ vice presi- 
dent of the Confederacy, who was always in 
poor health, stated: “The torture of the 
body is severe. I had my share of that. Most 
of the maladies the flesh is heir to, but all 
of these are slight when compared with the 
pangs of an offended and wounded spirit. 
Physical sufferings are not the worse ills 
I am heir to.” 


Another historic figure, Josh Billings, 
stated: “I have finally kum to the konclu- 
sion that a good sett of bowells is worth more 
to a man than enny quantity of brain.” | 
think the medical profession lags behind 
these authors and also the pharmaceutical 
houses in recognizing the importance of emo- 
tional and nervous factors in disease. 


ll. Physiologic Mechanisms 


Definite physiological mechanisms exist 
which cause the patient’s pain and symp- 
toms. Nervous tension can cause smooth- 
muscle spasm which, strangely enough, may 
be concentrated and localized in one small 
area. It may be present in the upper esoph- 
agus, causing a lump in the throat, or globus 
hystericus; in the lower esophagus, resulting 
in cardiospasm, or achalasia; or in the stom- 
ach with the pylorospasm causing the sen- 
sation of a “lump.” Generalized, increased 
peristaltic activity throughout the entire 
colon can cause diarrhea. Similarly, there 
can be localized colonic spasm such as is 
seen in the nervous or irritable bowel syn- 
drome. The chief sites of pain in such pa- 
tients are at the ileocecal valve, simulating 
appendicitis; at the hepatic flexure, simu- 
lating gallbladder disease; at the splenic 
flexure, simulating heart disease; and in 
the sigmoid colon, frequently causing con- 
stipation. 


The physiology of pain at the splenic 
flexure of the colon has been studied by 
Machella, Dworken and Biell.'' They record- 
ed the pressure within the colon at the 
splenic flexure. Inflation of a balloon at 
that location caused increased pressure that 
resulted in pain that frequently the patient 
thought was cardiac pain. Many of these 
patients had been incorrectly diagnosed as 
having cardiac disease, while their true con- 
dition was nervous spasm of the bowel. Ma- 
chella called this the splenic flexure syn- 
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Figure 1A. Barium enema with x-ray of the filled 
colon shows what appears to be a filling defect, or 
evidence of cancer, of the right colon. 


drome, but this is just one aspect of the nerv- 
ous, spastic, or irritable colon (Figs. 1-3). 


In addition there are vascular changes 
with both vasoconstriction and vasodilation. 
The work of Stewart Wolf and Harold 
Wolff'? on Tom, who has a gastrostomy 
through which the mucosa of the stomach 
can be observed, demonstrated hyperemia, 
engorgement, erosions, and gastritis associ- 
ated with emotional crises and emotional 
states. Grace, Wolf and Wolff'*® to whom 
we are greatly indebted for their funda- 
mental studies on the effect of emotions on 
the gastrointestinal mucosa, showed the 
same changes in the colonic mucosa in pa- 
tients who had colostomies and/or ileosto- 
mies. We recall the pioneer work published 
in 1833 of William Beaumont" with Alexis 
St. Martin, who had a gastric fistula. The 
work of W. B. Cannon' on changes asso- 
ciated with pain, hunger, fear and rage was 
an important milestone in psychosomatic 
medicine. His paper,’ published in 1936, 
on the role of emotion in disease is equally 
applicable today. 


Nervous tension may cause alteration of 
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Figure 1B. Film taken after evacuation of the 
barium reveals the same findings as the filled colon 


secretions. In the stomach there may be in- 
creased acid secretion, present in almost 
every patient with duodenal ulcer. Other 
patients may have hyperacidity demon- 
strable on gastric analysis and ulcer-type 
symptoms without having an ulcer—the 
“pseudo-ulcer” or hyperacidity syndrome. 
The decreased secretion of protective mucus 
may be the cause of stress, steroid, or cor- 
tisone ulcer.'* The colon normally secretes 
mucus to help us move our bowels and to 
act as a lubricant. With nervous tension and 
irritation there may be increased mucous 
secretion resulting in so-called “‘mucous co- 
litis.” Mucous casts of the bowel may be 
passed, which the patient brings in, con- 
vinced they are worms or the lining of the 
bowel. Mucous colitis is a misnomer, as no 
colitis is present: there is neither infection 
nor inflammation. The use of the term 
causes considerable harm, as the name sug- 
gests organic disease where none exists, and 
can be confused by the patient with true ul- 
cerative colitis. 

The increase in secretion noted in the gas- 
trointestinal tract occurs in other organs 


also. Irritation of the nasal mucosa by chem- 
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Figure 2A. The next day, after administration of 
a potent antispasmodic drug, barium enema shows 
no defect in the filled colon. 





Figure 2B. The evacuation film also is normal 
‘hese films demonstrate the marked spasm that can 
cause pain, simulating in this patient gallbladder dis- 
ease. Emotional and nervous tension were responsible 
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icals, infection or nervous tension, may re- 
sult in increased secretion. In women, nerv- 
ous tension may cause increased vaginal se- 
cretion. 


It is obvious that nervous tension and 
imagination have nothing in common. How- 
ever, this is the first and most difficult con- 
cept for the patient with functional disease 
to grasp. It is his stumbling block. There- 
fore, never tell the patient that he imagines 
his pain, that it is in his mind, is mental, or 
due to nerves—all synonymous with “imagi- 
nation” to him. The distress is real and the 
patient knows he has it. He feels the pain, 
sees the emesis, the watery stool and the 
mucus. The second most difficult concept 
for the patient and also a dificult one for 
the doctor, if he is an “organicist”’ with little 








Figure 3. Contracture and spasm of the entire de 
scending colon. In contrast to Figure 1, the spasm 
involves a long segment of bowel, rather than local 
ized spasm. Note also the dilatation of the right colon 
proximal to the spastic colon. This patient had a 
long history of irritable colon and constipation. She 
had been taking irritating laxatives for what she 


thought were “sluggish bowels."’ The vast majority 
of patients with constipation believe the constipation 
is due to “sluggish bowels,’ when in actuality it is 
caused by spasm of the descending and sigmoid colon 
Increased peristaltic activity of the entire colon can 
also result in diarrhea 
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Figure 4. The diagnosis of nervous tension and 
anxiety can be made in this patient simply by ob- 
serving his fingernails. It is not necessary to be a 
psychiatrist to observe this manifestation of the pa- 
tient’s nervous tension. It also is unnecessary to 
know the basic mechanism involved, or to psycho- 
analyze the patient to determine that he is nervous. 
Observation of the patient and his behavior is suf- 
ficient to make the diagnosis of an anxiety tension 
state. 


or no training in psychology or psychiatry, 
is the idea that nervous tension can cause 
the pain. Many times we hear: “There’s got 
to be something there, Doc, it hurts so. I 
feel it.” 


Ill. Diagnosis 


Some psychiatrists to whom we refer pa- 
tients will not make the diagnosis of func- 
tional disease until the entire mechanism is 
uncovered. This is unnecessary as a posi- 
tive diagnosis can be made without the 
knowledge of the basic mechanism involved. 
It is made on the basis of the patient’s his- 
tory, behavior during the interview and ex- 
amination, and on physical findings. 


You need not be a psychiatrist to know 
that the patient whose fingernails are bitten 
to the quick is nervous (Fig. 4). In addi- 
tion, you do not need training in the analytic 
theory of oral eroticism, or the meaning of 
persistent thumb-sucking or regression to 
infantile behavior. From your observation 
you know that he is nervous. 


In making the diagnosis, it is most im- 
portant to exclude organic disease. Func- 
tional disease may obscure organic disease 
because the multiple complaints may be mis- 
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leading, because repeated long-standing com- 
plaints may confuse the doctor, and because 
the functional pain may be more severe than 
the organic pain. One of my colleagues in De- 
troit cared for a patient who had had severe 
tension headaches and conversion symptoms 
all her life. She was very bitter about her 
tension headaches, and was finally admitted 
to the hospital because of these symptoms. 
Roentgenograms of the stomach were nega- 
tive, but six weeks later she died of undiag- 
nosed carcinoma of the cardia of the stom- 
ach. Until the day she died her only com- 
plaints were the nervous headaches. This 
incident illustrates two important facts: 
(1) a patient with a conversion neurosis can 
dtvelop cancer; (2) the pain due to nervous 
tension may be more severe than that due 
to organic disease. 


IV. Classification and Prognosis 

I find it useful to attempt a classification 
of my patients with nervous tension. Anx- 
iety tension may be simple and acute, or 
may become chronic. It may be precipitated 
by work, family life, or marital situations. 
It may be associated with organic disease 
as in duodenal ulcer, or it may be entirely 
unassociated. The patient with chronic anx- 
iety can have acute flare-ups. 


With anxiety hysteria, the patient is apt 
to have multiple symptoms in various sys- 
tems of the body, rather than symptoms 
limited to one organ. He may bring in lists 
of complaints, and may not have fixated on 
any one organ. Such a patient is agitated, 
because the illness and the attention derived 
therefrom do not solve his problem. 


Conversion hysteria or conversion neu- 
rosis occurs more frequently in women. It 
is a defense mechanism that solves a prob- 
lem she cannot face, not satisfactorily as 
far as her family or society go, and not logi- 
cally, but satisfactorily to the patient. The 
patient is not agitated. Her illness solves 
her problem. She agitates her husband and 
her relatives and you and me. She is the 
patient who may give you her tale of woe 
and severe pain with a smile on her face. 
Frequently a sexual problem exists. The pa- 
tient may abhor sexual intercourse, may be 
frigid, and her illness may be an unconscious 
mechanism to avoid it. The patient, and 
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even more the spouse who is at his wit’s 
end, may agitate you considerably. They 
both insist that you “do something!” and 
feel that you are failing them; consequently, 
they may even transfer the cause of their 
difficulties to you! 


The patient with a simple anxiety state 
has an excellent prognosis if treated with un- 
derstanding, given a thorough examination 
and reassurance. Such a patient, with ab- 
dominal distress caused by an emotional 
crisis, may fear that she has cancer. This 
causes a vicious cycle, with more tension, 
and increased pain. 


The patient with a chronic anxiety state 
has a good prognosis if the life situation 
causing the anxiety can be altered. The 
outlook for the patient with anxiety hysteria 
is poor. His insight is poor, but it can be 
developed by a patient, understanding phy- 
sician and it is possible to salvage him. 


I believe that the patient with conversion 
hysteria or conversion neuroses has a hope- 
less prognosis even with intensive psycho- 
therapy and/or psychoanalysis. I have never 
known conversion neurosis to be helped by 
intensive psychotherapy. The patient’s pain 
solves her problem, and is less severe than 
the problem and situation she would have 
to face without it. She would be agitated 
without this defense mechanism. 


How do you treat these patients? You 
harm them as little as possible, avoiding 
surgery that would simply lead to further 
surgical procedures. You do not give them 
a diagnosis of organic disease; to do so can 
cause great harm. I am sure that during the 
1930’s many conversion neuroses were de- 
veloped when undulant fever was a favorite 
diagnosis for patients with vague aches and 
pains. Some of those patients still have their 
neuroses. Similarly mucous colitis is an- 
other harmful diagnosis. 


These patients present a difficult prob- 
lem (Fig. 5). They can require endless 
hours, but in turn they do not want to listen 
or to believe what you tell them. If you re- 
fer these patients to their local doctors, the 
doctors themselves will not appreciate such 
referrals, as these patients present an im- 
possible situation. Their insight is nil. Their 
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If you'll take this conversion 
neurosis off my honds I'll 
give you two gall biodders 
and a hysterectom;. 























Figure 5. This drawing suggests how disturbing a 
patient with a conversion neurosis may be to us 
While we may be very anxious to help the patient, 
we are hampered in our attempts at treatment. Note 
the 20 complaints in the patient's chart 


conversion mechanism is deep-seated; and 
invariably time spent with them is worth- 
less. 


Fortunately the incidence of true con- 
version neurosis is very low compared with 
the great frequency of anxiety states. The 
patient with a deeply fixated conversion neu- 
rosis is rare; the incidence appears higher 
than it actually is because these patients 
usually see many doctors. The great ma- 
jority of patients we see with symptoms due 
to nervous tension have some type of anx- 
iety state; with proper care, these patients 
can be helped. 


V. Mechanism of Conversion 


How does a conversion neurosis develop? 


The importance of the home life of the child 
in the subsequent development of anxiety 
and conversion cannot be overemphasized. 
The oversympathetic and _ oversolicitous 
mother who overprotects her brood may be 
responsible for developing a conversion re- 
action in her children. You all are familiar 
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with the matriarch who never wants or al- 
lows her children to grow up; throughout 
adolescence and adulthood they always re- 
main her “babies”; and pity the poor spouse 
who dares to interfere! 


While overprotection may lead to a con- 
version reaction, a lack of love and under- 
standing in the home can lead to insecurity 
and anxiety. Broken marriages and divorces 
may lead to the same feelings of insecurity, 
of “not being wanted” in the child. Adults 
with this neurosis more frequently will have 
children who develop these reactions than 
will the better adjusted adults. The daughter 
of a mother with a conversion reaction who 
retreats via illness from any intolerable situ- 
ation may react in a similar manner. 


Consequently, the adequate treatment and 
understanding of the nervous patient is im- 
portant not only to the patient, but to his 
children. If we, as doctors, can teach each 
patient with anxiety to recognize that his 
symptoms are due to emotional tension and 
teach him to deal with them in a forthright 
manner (rather than retreating into his ill- 
ness, as in conversion), we will have helped 
his children as well. 


Conversion may start as a simple anxiety 
state with a difficult, unpleasant situation 
that one wishes to avoid. This may be in the 
home, at work, or may be a social obligation 
that one wants to avoid. For example, a man 
-annot tell his boss: “I just do not want to 
go to your party.” On the basis of simple 
nervous tension and indecision, a headache, 
migraine, or abdominal pain may result. The 
patient uses this illness as an excuse to avoid 
a commitment; he has genuine pain, al- 
though he may exaggerate it further to 
justify himself. The patient’s excuse is to 
himself as well as to others who sympathize 
with him for being sick and for missing a 
good party. This behavior repeated, forms 
a pattern of avoiding unpleasant situations 
by illness, and the recurrent symptoms and 
episodes result in a chronic anxiety state. 
Dissatisfaction with oneself and ambition 
disproportionate to one’s ability may also 
cause a chronic anxiety state. 


The attacks require diagnosis and treat- 
ment to justify the symptoms to the patient, 
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to his relatives and friends. A diagnosis of 
organic disease with medication or injec- 
tions solves the problem temporarily. Sur- 
gery may meet his needs for a few months 
because of the attention of friends and rela- 
tives. As the patient recovers, he gets less 
attention, the same abhorrent life situation 
recurs, and the cycle is repeated. One such 
patient we have seen is an 18-year-old girl 
who during the past seven years has had 11 
laparotomies. Her conversion neurosis is 
now well fixated and her prognosis is hope- 
less. Understanding treatment and avoid- 
ance of the operations might have prevented 
development of a severe conversion neurosis. 
Diagnosing and treating functional disease 
as organic disease leads to fixation and con- 
version, and is as serious a medical error 
as is overlocking of organic disease. The 
most effective treatment of conversion neu- 
rosis is the prevention of its development 
from a simple anxiety state, by the careful 
attention and understanding treatment of 
the attending physician. 


Vi. Symptoms of Functional Disease 


The symptoms alone frequently suggest 
the diagnosis. The symptoms are so many 
that we can only mention some briefly. 


Migraine suggests functional disease. 
Many patients with migraine have had 
cholecystectomies because they vomit bile. 
Needless to say, they continue to have the 
migraine after operation. 


Obesity may be a symptom of nervous 
tension and some patients will admit they 
eat when they are upset. The patient depict- 
ed in the cartoon (Fig. 6) certainly does 
not appear nervous, but appearances are de- 
ceiving. Weight is a mathematical equation 
of intake and output, and obesity is not due 
to glandular deficiency. People overeat and 
nibble because of tension. Many say, “but 
I eat like a bird.” Others say this obesity 
is familial. Two overweight brothers in a 
family that has always been overweight are 
shown in Figure 7. It is not obesity that 
runs in the family, but rather eating habits, 
nervous tension, and eating when upset emo- 
tionally. Obesity is a cardinal sign of ten- 
sion. The obese patient is a nervous patient. 
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Figure 6. This patient appears happy-go-lucky and 
does not seem to have a care in the world. In seeing 
a patient with nervous tension, appearances can be 
deceiving. This patient is obese because of inward 
nervous tension that is not apparent on the surface. 
Overeating and resulting obesity can be very similar 
to alcoholism; both habits develop because of in- 
adequacy and emotional tension 


You can be suspicious of the patient who 
“vomits everything he eats,” but has no 
loss of weight. Some complain of a lump in 
the stomach, of food remaining undigested 
in the stomach. Such patients do not lose 
weight, and describe shifting abdominal 
pain or pain throughout the abdomen. 


Patients who bring in long lists of com- 
plaints, so-called “multiple symptoms,” are 
nervous patients. They are like someone 
who goes to the bargain counter trying to 
have 25 symptoms alleviated for the price 
of one. The more symptoms the patient pre- 
sents, the less seriously you can take any 
one of them (Figs. 8, 9, 10). Bizarre symp- 
toms that are inconsistent with any organic 
disease, such as pain from head to foot, fre- 
quently are given. Any evidence that there 
is aggravation of distress by emotional 
crises is diagnostic. Belching, aerophagia, 
bloating, gas, pain over the apex of the heart 
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Figure 7. Some overweight patients will say that 
their whole family is obese, that they have always 
been overweight. These two brothers, whose parents 
also were overweight, might lend false support to 
such an argument. However, it is not obesity that 
runs in the family, but the same personality traits 
emotional tension, and habits of eating when under 
increased nervous tension 


with gas crowding the heart seldom indicate 
organic disease. Similarly nonindicative is, 
relief by belching or passing flatus (Figs. 
11, 12). Chronic use of laxatives, relief of 
distress by bowel movement, and reproduc- 
tion of distress by barium enema are sug- 
gestive of an irritable colon. Recurrence of 
similar distress six months after operation 
also indicates a functional disorder. One 
patient had seven operations and continued 
to have the same type of pain she had before 
the first one. Yet each operation was a 
surgical triumph. She believed each time 
that she was being miraculously saved and 
snatched from the grave. The history of 
many operations, or of taking a large num- 
ber of medications suggest functional dis- 
ease (Fig. 13). Agitation is a warning sign. 
You all have seen the patient who cannot 
take any medication, who has strange and 
unusual reactions to any treatment. You 
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also have seen the patient who is not helped 
or affected in any way by large doses of any 
medication. Poor habits involving excess 
coffee, alcohol and smoking, and insomnia 
all suggest nervous tension. 
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Figure 8. List of complaints brought in by a 16- 
year-old girl. It is unusual to develop such a marked 
conversion at this age, but the patient resembled her 
mother, who withdrew into illness whenever a diffi- 
cult situation arose. Note that the complaints are 
written on a “sympathy card,’’ raising many possi- 
bilities from a psychoanalytical viewpoint. 
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You all see the patient who believes she 
mystifies all doctors; the patient almost 
proudly remarks: “No one can diagnose me 
and no one can help me. I have a strange 
disease.”” Some are unable to swallow a 
small pill, yet can ingest large hunks of 
meat. There are patients who complain of 
weak spells and fainting, but actually never 
pass out. Some complain of tiredness, par- 
ticularly the “tired mother’s” syndrome. 
They are as tired in the morning after ten 
hours’ sleep as when they went to bed. Re- 
peated blood counts and determinations of 
basal metabolic rate are normal. 


There are patients with shifting com- 
plaints. They first complain of pain in the 
stomach that is relieved by symptomatic 
management—then develop other symptoms 
such as cardiac pain, with transference from 
one system to the other. There are the pa- 
tients who always have a grave emergency 
with midnight calls, and demands for im- 
mediate hospitalization. Then on further 
inquiry you find that the symptoms have 
been present usually not only for many 
months but for many years. The patient ex- 
aggerates all complaints. Pain is terrible, 
terrific, and horrible. We recently saw a 
patient with very severe pain and incapaci- 
tating symptoms; she did not tolerate any 
medication. Despite the severity of the pain, 
she postponed hospitalization for two weeks 
to keep an appointment with the hairdresser. 
Then we have the patient who asks “why?” 
—not one but 20 questions, and for whom an 
adequate explanation still will evoke the 
question “why?” 


All the above symptoms suggest function- 
al disease. 


However, there may be present symptoms 
that are suggestive of organic disease which 
should alert you, and act as an alarm. 

1) Vomiting of food taken five hours 
previously ; hematemesis. 


2) Pain awakening the patient at night; 
pain radiating into the back. 

3) Diarrhea at night. 

4) Blood in the stool. 

5) Loss of weight (although it can be 


functional). 
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Figure 9. Marked anxiety and concern over bodily 
functions, regarded as normal and taken for granted 
by most of us, is exhibited in this nine page (8% x 
11 in.) letter from one patient. It is obvious the pa- 
tient must spend considerable time thinking of all 


6) Severity of the pain (this is very 
hard to estimate as we have to depend on 
what the patient tells us; functional pain 
can be very severe). 


7) Pain that is always in the same lo- 
cation, not shifting. 


8) Attacks of pain of short duration— 
with complete freedom of all distress for 
weeks or months between attacks. 


9) MOST important—the patient who 
comes in with a history of short duration of 
symptoms. 


A nervous, spastic, or irritable bowel can 
cause exactly the same symptoms as carci- 
noma of the colon. But, the patient with a 
nervous bowel usually has had the symptoms 
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his difficulties and ailments. Many patients with these 
long lists are afraid they will forget to tell you some- 
thing important; if it is necessary for the patient to 
write down all about the pain in order to remember 
it, you can be sure the pain is not severe 


a long time. The patient with a carcinoma 
usually has had symptoms for only a short 
time. Duration of symptoms is most impor- 
tant. 


Vil. 


Physical examination and careful obser- 
vation of the patient and his reactions and 
behavior during examination can be most 
helpful.*” The following suggest functional 
disease : 


Physical Signs of Functional Disease 


The teenaged boy always accompanied by 
his mother. 


A 60-year-old woman who attempts to 
look and to behave like an 18-year-old girl. 


“Plucked” eyebrow sign (Gardner sign). 
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The patient brought in this typed, single- 


Figure 10. 
spaced medical history that was seven pages long. 
She had seen many doctors and has faithfully record- 


Sitting on the edge of the chair anticipat- 
ing each question, much like a patient with 
hyperthyroidism. 


An oversolicitous spouse or relative. 


The wife (Fig. 14) or husband who is 
present and answers all the questions for 
the patient. 


You are all familiar with the patient (usu- 
ally one of us beaten, down-trodden males) 
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A diagnosis of 
undulant fever had been made in 1935, but the patient 
has the same complaints in 1958. 


ed the diagnosis and advice of each. 


who never gets a chance to tell his story. 


What else do you need to make a diag- 
nosis? 


Some patients “protest too vehemently” 
and deny ali nervous tension and anxiety. 
Anxiety is a normal reaction; the patient 
who denies all anxiety is not normal. Such 
patients frequently deny any home problem 
and report their spouses as completely ideal, 


Journal of the Oklahoma State Medical Association 











Figure 11. Flat plate of the abdomen with marked 
aerophagia. Air fills the stomach and part of the 
small and large intestine. There is some dilatation 
of the stomach, but no obstruction was found on 
barium meal roentgen examination. 


considerate, and “perfect.” We know that 
such a degree of perfection as described does 
not exist; such protestations are usually a 
cover-up for some inadequacy the patient 
wishes to abolish by denying its existence. 


Tachycardia may be present with nerv- 
ous tension. 


The blood pressure slightly elevated and 
the patient with a mild fever. Sighing res- 
piration; patients who gasp for breath; pa- 
tients who hyperventilate—with reproduc- 
tions of the symptoms of giddiness, dizzi- 
ness, and faintness during auscultation of 
the chest. 


Either overmodesty or exhibitionism, with 
draping of the sheet and pointed (and paint- 
ed) toes. 


Blushing may be a sign of nervous tension 
as well as dermographism, urticaria, and 
neurotic excoriations. 


“Puddle” sign on the examining table due 
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to increased axillary sweating, hyperhy- 
drosis and wet palms. 


The patient who wears dark glasses inside 
a building or when it is cloudy—that patient 
is hiding and withdrawing from you and 
reality. 

The patient who describes severe pain 
with a smile. 

Severe dental caries—the patient fre- 
quently is too nervous and afraid to obtain 
professional dental care. 


The patient with extremely overactive gag 
reflexes. 


The patient with extra systoles and an 
overactive heart in the absence of heart 
disease and hyperthyroidism. 


Examination of the abdomen can show 
multiple scars from the previous operations ; 
aerophagia with an air-filled stomach. A 
tender aorta; a patient may hyperreact on 





Figure 12. Roentgen examination of the stomach 
after barium swallow showing multiple filling defects 
suggestive of a polypoid carcinoma or lymphosarcoma 
Roentgen study, with spot films, repeated twice 
showed similar findings. Gastroscopic examination 
showed no intrinsic disease, but a bezoar. Without 
operation, we'® lavaged a starch bezoar from the 
stomach. This again is a functional disorder simulat 
ing organic disease 
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the abdominal examination and be tense all 
over. A ticklish abdomen seldom indicates 
organic disease. Kantor reported that in 
29 years of practicing gastroenterology he 
had never seen serious organic disease in a 
patient with a “ticklish” abdomen. 


Overreaction to rectal and proctoscopic 
examinations can give you insight to the pa- 
tient. 


A normal stool in the rectum despite se- 
vere diarrhea tells its own story. 


Some patients with neuroses strongly re- 
sist any consultation with a_ psychiatrist. 
They apparently give the psychiatrist mys- 
tic powers of being able to read their minds 
and see their innermost conflicts. The more 
a patient resists psychiatric consultation, the 
more likely deep-seated neurosis is present. 


There are also findings familiar to us all 
on physical examination that suggest or- 
ganic disease, such as jaundice and enlarged 


CHIEF COMPLAINTS AND DURATION 
(Use patient’s own words) 
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Figure 13. Photograph of 13 medications taken by 
one patient. The large number of medications, as 
well as a history of many operations, suggests func- 
tional disease. 
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“Now! May I have your version of your symptoms ?" 











Figure 14. The oversolicitous spouse, who does not 
not let the patient say anything, gives us insight into 
the family and home relationship, into the patient's 
personality, and sometimes into the reasons for his 
complaints. 


liver. You are so familiar with these find- 
ings that we will not mention them further. 
It is the symptoms and findings of function- 
al disease that have been neglected. 


Vill. Treatment 

What is the role of the physician? 

First, the physician can produce conver- 
sion by diagnosing disease as organic when 
it is functional. While the parents and fam- 
ily are most important in causing conver- 
sion, the physician can produce conversion 
by improper treatment. The physician has 
a definite role to play in preventing the se- 
quence of a simple anxiety state to a chronic 
anxiety to an anxiety hysteria and finally 
to a conversion. First, he treats the simple 
anxiety state correctly, avoiding the diag- 
nosis of organic disease when such disease 
is absent. He avoids extensive medical pro- 
grams, drugs, injections, and operations 
for functional disease. An explanation to 
the patient of the physiological basis of 
nervous tension and emotions, i.e. smooth 
muscle spasm, vasoconstrictor and vasodi- 
lator spasm and secretory changes, can be 
of help. An example can be given to the 
patient of how nervous tension causes or- 
ganic disease such as hypertension and ulcer. 
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This he can understand. It is a short step 
from this to explain how the same nervous 
tension can cause pain. 


Alvarez said, “A few surgeons think by 
removing a silent fibroid they can cure a 
woman’s sick headaches, or feelings of fa- 
tigue, or nervousness or her depression or 
her backache. There is no operation that will 
change a sickly Pomeranian into a powerful 
bulldog.” An extensive medical program in- 
cluding injections and many drugs—such as 
is depicted in Figure 15—can cause conver- 
sion. The patient may be confused about his 
medications, but he knows that he is very 
sick to require all those drugs. 


Just as it is unnecessary for us to be psy- 
chiatrists to recognize the nervous patient, 
it is also unnecessary to be psychiatrists to 
treat these patients. Many patients, and 
even some doctors, mistakenly believe that 
a psychiatrist has some “magic wand” he 
can use to immediately relieve an anxiety, 
change a patient’s personality, or cure a 
deep-seated neurosis. All of us*' can use the 
same tools as the psychiatrist—listening to 
the patient, understanding, and common- 
sense treatment. 


In treatment the diagnosis must be made 
first and the condition of nervous tension 
causing functional stomach and bowel symp- 
toms must be recognized. Adequate diag- 
nostic studies are necessary, not only to ex- 
clude organic disease, but also from a thera- 
peutic standpoint. For example, many of 
these patients may mistakenly believe they 
have cancer; adequate examinations that ex- 
clude as far as possible any neoplastic dis- 
ease can be of definite value in treatment. 
Positive reassurance, after adequate study, 
may relieve the patient’s anxiety and fear 
that he has some dreadful disease, and can 


be more helpful than any other measure. — 


Tell the patient of the absence of organic 
disease, and of the diagnosis of nervous ten- 
sion and functional disease. When reassured 
after only a superficial examination, the pa- 
tient has doubts about the soundness of the 
diagnosis and advice. When, however, he is 
reassured after thorough and complete ex- 
aminations, the patient knows the diagnosis 
is on a sound basis, that the serious organic 
disease has been excluded, and accepts such 
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Figure 15. This patient is certainly confused about 
his 17 different medications and well he might be! 
However, you can be sure he is convinced that he 
must be very sick to require all these different medi- 
cations. 


reassurance. Adequate study and examina- 
tions are the basic foundations of treatment. 


Explain to the patient the lack of any re- 
lationship between imagination and his 
symptoms. Explain the mechanism of nerv- 
ous tension causing symptoms. Discuss with 
the patient, the spouse, and relatives, factors 
in the home which cause tension and the 
past history such as upbringing and child- 
hood training, work and economic factors. 
The understanding and co-operation of the 
family are also helpful in treatment. The 
relatives and the spouse, when interviewed 
alone, may help the doctor to gain insight 
into the patient’s problem. Try to help the 
patient to reconcile home differences. 

Improve as many bad habits as you can. 
Encourage the patient to control use of 
coffee, alcohol, tobacco and food. A change 
of work habits may help. Ask him to relax 
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a few minutes every hour, cut down the rush, 
and perhaps resign from some clubs. If a 
patient is on the nightshift, perhaps you 
can get him to change to the dayshift. Stim- 
ulate other interests in the patient. Encour- 
age him to develop hobbies, and to plan va- 
cations (many may not have taken time for 
vacations). Adequate recreation, rest, and 
regular exercise are most important. When 
these suggestions fail, symptomatic treat- 
ment, including sedation, tranquilizers, and 
antispasmodics, is indicated. Such medica- 
tions should be prescribed with the patient’s 
knowledge that you are treating his nervous 
tension primarily and not an organic disease. 


The time involved in this is considerable. 
The financial return from the time involved 
is poor. However, the response of the pa- 
tient can be most gratifying. You may save 
a life. You may save the patient much mis- 
ery and expense in both medications and 
possible operations. An unhappy, useless 
life may be made useful and constructive. 
It is not necessary for us to be psychiatrists 
to help these patients—the incidence of func- 
tional disease is so great that all of us must 
be able to recognize and to treat it.*’ A little 
understanding, sympathy, patience in lis- 
tening, and common sense are enough. This 
is time well spent. 
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UROLOGICAL PITFALLS in General Practice 


It is probably no exaggeration to say that 
in no other medical specialty is there avail- 
able such a diverse array of laboratory tests 
and instrumental techniques of high pre- 
cision as in the field of urology. This com- 
plex diagnostic armamentarium may at times 
be confusing to the average physician and 
its use may not be in the best interest of 
the patient unless handled by one specially 
trained in the field. This statement is not 
to be interpreted as a plea for reference of 
more urological cases to urologists. It is 
unthinkable that every patient with symp- 
toms referable to the genito-urinary tract 
should be seen by a specialist. Some types 
of symptomatology may be adequately 
handled by the general practitioner himself; 
others require more or less complete uro- 
logic investigation. A knowledge of the sig- 
nificance of symptoms and signs and the 
use of simple diagnostic procedures available 
to every medical man should result in im- 
proved diagnosis and treatment of urologic 
conditions by the general physician. 


Even in a strictly urologic practice it is not 
necessary or desirable to do a cystoscop on 
examination on every patient; a significant 
number of my own patients escape this pro- 
cedure. This is particularly true in upper 
urinary tract conditions in which intraven- 
ous urography adequately demonstrates the 
lesion, or absence of a lesion. 


With the introduction of this procedure 
there became available a diagnostic method 
which the general practitioner could employ 
quite as well as the urologist insofar as the 
technique is concerned. I have just men- 
tioned its value in diagnosis of the upper 
urinary tract. The technique also has limi- 
tations which must be recognized. Failure 
to correctly evaluate its possibilities has oc- 
casionally led to serious errors in diagnosis, 
particularly when the excretion of the con- 
trast medium is inadequate, or when there 
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is a lower urinary tract lesion present. In- 
travenous urography has serious limitations 
in diagnosis of lesions at the bladder level. 
In general it can be said that this technique 
has turned up innumerable cases of urolog- 
ical disease which might never have come 
to light had the greater inconvenience of 
cystoscopy and retrograde urography been 
necessary. A large proportion of the pa- 
tients seen by urologists have had previous 
intravenous urograms which have given a 
diagnosis or at least shown that something 
was wrong in the urinary tract. 


Let us turn now to a consideration of 
symptoms and signs as seen in the patient. 
Except for pain and tenderness over the 
kidneys and ureters, most of these symptoms 
and signs are expressions of involvement of 
the lower urinary tract, comprising the 
bladder, bladder neck and urethra. The pri- 
mary lesion may be in the kidney, as for 
instance, a silent pyonephrotic kidney, but 
the presenting symptoms may be due to in- 
fection which has secondarily irritated the 
bladder and bladder neck. 
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The stimulus to empty the bladder fre- 
quently when the urine is infected is due to 
increased irritability of that structure. The 
bladder is a muscular organ and you will 
remember that you may cause muscle con- 
traction by various types of stimuli, thermal, 
electrical, chemical, and this would include 
inflammatory. As a result of inflammation 
the muscle has increased tone or partial sus- 
tained contraction and it squeezes the con- 
tained urine to produce an increase in intra- 
vesical pressure. Whether this increased 
intravesical pressure is due to a consider- 
able accumulation of urine in a normal blad- 
der or to a small amount of urine in an in- 
flamed spastic bladder is immaterial, the 
result is the same—a desire to void. A small 
quantity of urine in an inflamed bladder 
may produce a persistent demand for relief 
of pressure—which we call urgency. 


As the urine passes over the inflamed 
mucosa of the bladder neck and urethra we 
experience pain, described as cutting, sting- 
ing, burning, et cetera—dysuria. This cys- 
titis may be secondary to a silent reservoir 
of pus in the kidney—or it may be strictly 
a simple local bladder infection, or it may 
be secondary to another lesion in the blad- 
der, as for instance an infected polyp or a 
bladder stone. 


We have just discussed bladder symptoms 
due to infection. Similar symptoms—urinary 
frequency, urgency and dysuria—may also 
be encountered in patients who have an un- 
infected urine—and such cases are common. 
In the male we have the middle-aged or el- 
derly man who complains of increased uri- 
nary frequency, at first noted only as noc- 
turia. Later this may increase to such an 
extent as to interfere with his work. In the 
elderly male we think of an enlarged pros- 
tate; in the younger man of 45 or so we 
think of a fibrous median bar at the blad- 
der neck if there is no infection. 


What is the mechanism which produces 
frequency, urgency and dysuria in this male 
with a bladder neck obstruction but %o in- 
fection? In the previous case of cystitis, 
which we have just described, there was in- 
fection. Our patient with prostatic obstruc- 
tion may not be infected but his symptoms 
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are quite similar. How do we explain this? 
What is the mechanism? Again, the symp- 
toms are due to increased intravesical pres- 
sure. As a result of increasing obstruction 
at the bladder neck due to the enlargement 
of the prostate or a median bar, the bladder 
experiences increasing difficulty in empty- 
ing. It is a muscular organ and the muscle 
fibers have the capacity to enlarge or hyper- 
trophy. As the load increases so does blad- 
der power up to a certain point. The pow- 
erful thickened bladder squeezes its con- 
tained urine harder, and again, we get in- 
creased intravesical pressure—and the 
symptoms of urinary frequency, nocturia 
and urgency—without the necessity of in- 
fection. 


Similar symptoms may occur in the wom- 
an without evidence of urinary infection and 
may be due to inflammation of the bladder 
neck or to a urethral caruncle. These will 
be considered later. 


How does one proceed when a patient pre- 
sents himself with bladder symptoms? Does 
one immediately reach for his prescription 
pad to order one of the newer—and not in- 
expensive—antibiotic drugs, assuming that 
an infection is the cause? I am afraid that 
this is done sometimes. We have just point- 
ed out that bladder symptoms are not spe- 
cific—and may not be due to infection. The 
first thing to do is to examine the urine, of 
course. In the male it is presumed that a 
voided specimen is usually not contaminated 
in the passing. In the female this is not so, 
external contamination being common. It 
is amazing how many physicians limit their 
urinalyses to the determination of reaction, 
specific gravity, albumin and sugar, paying 
no attention to the sediment. 


The only way to be sure about the ques- 
tion of urinary infection is to look at a uri- 
nary sediment under the microscope. Gross 
turbidity in the urine may be due to urinary 
salts and not to leucocytes and bacteria, es- 
pecially if the urine is alkaline. As a fourth 
year medical student I was once taken to 
task by an internist of considerable national 
reputation because I reported pus and no 
albumin in the urine of a patient. Yet we 
see this all the time. One cannot depend 
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upon the absence of albumin in the urine to 
rule out infection of the urinary tract. Yet 
many insurance companies still assume that 
the determination of albumin and sugar is 
all that is indicated in the examination of 
the urine of an applicant for an insurance 
policy. 


Another common misunderstanding of this 
type is to assume that a man cannot have 
pus in his prostate because he has none in 
his urine. It is possible to have quite marked 
prostatitis without any sign in the urine if 
the prostatic ducts are blocked. You will 
usually have to massage the prostate to dis- 
cover whether infection is present there. 


Suppose we have proved to our satisfac- 
tion that the leucocytes found in the urine 
really came from the bladder—are we ready 
to go ahead with treatment? Rationally this 
decision should be “‘no” but practically it is 
often “yes” under certain conditions. If the 
symptoms are mild and suggest simple cys- 
titis, particularly if it is an initial attack, 
treatment is often undertaken without fur- 
ther diagnostic steps. Such a course should 
be embarked upon only if it is understood 
by both doctor and patient that it is some- 
thing of a gamble. Ordinarily the normal 
urinary tract does not become infected. 


If there are recurrent attacks of urinary 
infection it is possible that some causal con- 
dition exists. Unsuspected anomalies, stones, 
tumors or obstruction may be present and 
may be a factor in the production or per- 
sistence of urinary infection. Recurrent 
pyelitis in a child strongly suggests the pres- 
ence of some congenital anomaly. To treat 
infection without further investigation when 
any of these conditions may be present will 
only result in further trouble for the pa- 
tient. Recurrent attacks of urinary tract in- 
fection should be investigated with care and 
the patient exposed to a complete urological 
work-up. Intravenous urography may be 
adequate to rule out an upper urinary tract 
lesion in such a case, but will give little in- 
formation on most cases of bladder path- 
ology. 


Under certain special conditions a com- 
plete urologic work-up may not be manda- 
tory. For instance, a young woman preg- 
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nant for the first time, who develops urinary 
infection can usually be safely treated with- 
out further study if facilities for such inves- 
tigation are not at hand. It is reasonable to 
suppose that in a case like this that the preg- 
nant uterus produces pressure upon the 
ureters and may produce urinary stasis and 
thus predispose to infection. In addition, 
there is atony of the upper urinary tract on 
a hormonal basis during pregnancy. Hydro- 
nephrotic kidneys are normal in pregnancy 
and this dilatation disappears surprisingly 
rapidly at delivery. 


I have said nothing about culture of the 
urine thus far. I would like to stress a few 
points. Don’t make a culture of the voided 
urine of the female; get a catheterized speci- 
men. Also, a culture taken during the course 
of antibiotic therapy may not show bac- 
terial growth even if organisms are pres- 
ent. Get your culture before you start ther- 
apy. To determine if you have effected a 
cure don’t take a culture during therapy or 
at the end of the course. It may prove little. 
Wait a week or two to give the organisms a 
chance to grow out if they are still present. 
And give an adequate course of therapy, full 
dosage for ten days at least. 


Probably the commonest mistake made by 
the physician in his management of the treat- 
ment of urinary infection is in his failure, 
in certain cases, to determine if residual 
urine is present in the bladder after voiding. 
Presumably the significance of residual 
urine is not always clearly understood and 
often underestimated. A bladder which does 
not empty completely at each voiding is like 
a bathroom sink which does not empty com- 
pletely when the plug is pulled out. Stag- 
nant water gets foul, no matter whether it 
is in the bladder, in the sink or in a pool by 
the side of the road. 


The woman who has normal kidneys by 
intravenous urography yet has a cystocele. 
The bladder which never completely empties 
may not be cleared of urinary tract infec- 
tion even though she receives one of the po- 
tent sulfonamide or antibiotic drugs. All 
too often no thought is given to the question 
of residual urine in these cases until persis- 
tence of infection demands a more careful 
reconsideration. Residual urine in the blad- 
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der must usually be abolished if we are to 
succeed in permanently sterilizing the urine. 
Of course this is not always easy to do. 
Even repair of a cystocele does not always 
abolish residual urine. Many women go 
through life with a low grade bladder infec- 
tion due to cystocele, accepting it as the 
price of childbirth. 


Cystocele, obstructing prostate and stric- 
ture of the urethra are the commonest causes 
of urinary stasis in the bladder. One way 
of abolishing residual urine temporarily is 
to place the patient on constant drainage by 
inlying urethral catheter. Certain atonic 
bladders, such as the post-partem female 
bladder with residual urine, may be helped 
to regain their tone by the use of an inlying 
catheter for a time. The woman who has 
difficulty in emptying her bladder after de- 
livery should be catheterized a few times 
and if trouble persists she should be placed 
on an inlying urethral catheter for at least 
four or five days. Certain drugs such as 
Urecholine, may stimulate the bladder to 
empty and are well worth a trial. 


Since we have been discussing the treat- 
ment of urinary infection in the female let 
us consider conditions in the woman which 
produce these symptoms without infection. 
Many women have this symptom complex. 
It occurs oftener in nulliparous women but 
it is also found in women who have borne 
children. It is definitely commoner in nerv- 
ous and neurotic women. The urine is com- 
pletely normal on examination. If you ex- 
amine the bladder and urethra with a cysto- 
scope you will find a markedly inflamed tri- 
gone and bladder neck; sometimes only the 
urethra is involved. At times villous prolif- 
erations or fronds are seen in the urethra. 
These are not pre-malignant lesions at all. 
I am not sure that what I am describing is 
an entity; at least it is a non-specific in- 
flammatory response to something. Some- 
times it is believed due to ovarian dysfunc- 
tion. This condition is variously described 
as trigonitis, granular or proliferative ure- 
thritis, et cetera. It will not respond to anti- 
biotic or sulfonamide therapy. Urologists 
treat it by passing sounds to dilate the 
urethra, instilling silver nitrate or other so- 
lutions to the bladder, coagulating the lesions 
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by light fulguration, and various other ma- 
neuvers. None of these methods are highly 
satisfactory. 


Also, a urethral caruncle, projecting from 
the ventral aspect of the urethral orifice, 
may produce symptoms and in my experi- 
ence, is best treated by excision, preferably 
by electro-coagulation or dessication. 


Disorders of the prostate gland tax the 
diagnostic acumen of a physician frequent- 
ly. Since we can reach this structure by 
rectal examination, palpation usually be- 
comes the first diagnostic procedure. It is 
amazing how much variation there may be 
in the appraisal of the size and consistency 
of the gland when the examination is done 
by those not especially versed in the field. 
Subjective complaints of discomfort in the 
perineum or lower back, or of dysuria or 
discomfort during intercourse may be voiced 
by patients in whom little can be found on 
examination. There may be little or no cor- 
relation between these subjective complaints 
of the patient and the findings on examina- 
tion. Massage of the prostate may produce 
a secretion full of pus in the man who has 
no localizing complaint, sexual or otherwise. 
On the other hand the neurotic or neuras- 
thenic male will complain of discomfort, 
varying from awareness of his prostate or 
twinges in the perineum, to classic symp- 
tons, yet palpation and massage of the gland 
fail to reveal any abnormality. In such a 
case the doctor may have to fall back on a 
diagnosis of “congestion” of the prostate. 


There seems to be no unanimity of opin- 
ion as to treatment of patients with pros- 
tatic symptoms but without evidence of pros- 
tatic hyperplasia or hypertrophy. These are 
generally lumped together under the head- 
ing of chronic prostatitis. There is no ques- 
tion that carefully done prostatic massage 
empties many of the tense glands full of pus 
and provides relief for a period. The normal 
prostate drains its secretion spontaneously 
into the urethra. When the ducts in the 
prostate become occluded with inspissated 
material such drainage may become impos- 
sible, resulting in an overdistended gland; 
massage may be helpful here. On the other 
hand the value of massage in the so-called 
congested prostate is debatable; some of the 
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benefit may come under the heading of 
psychotherapy. 


Ordinarily the first sign of prostatic hy- 
pertrophy is nocturia. As the gland enlarges 
it produces some degree of bladder neck ob- 
struction which may manifest itself in the 
early stages only as some diminution in the 
caliber or force of the urinary stream. The 
bladder, being essentially a reservoir with a 
muscular wall, tends to overcome the ob- 
struction by increasing its power. This is 
accomplished by hypertrophy of the individ- 
ual muscle fibers as was previously men- 
tioned. This thickening of the muscle fibers 
is noted as trabeculation at cystoscopy. Be- 
ing an elastic structure, the hypertrophied 
bladder squeezes its contained urine more 
tightly than a normal bladder. The result 
is that intravesical bladder pressures be- 
come higher. Normal bladder pressures are 
balanced by the sphincter mechanism which 
prevents the urine from leaking out. The 
increased intravesical pressure of prostatic 
hypertrophy is balanced by the sphincter 
mechanism plus the obstructing prostatic 
tissue—but the pressures are higher. The 
result is a hair-trigger mechanism. Since 
the normal! stimulus to void is the result of 
increased intravesical pressure, there is a 
desire to urinate frequently, both by day 
and by night. Eventually, of course, the 
bladder muscle reaches its limit of muscular 
development — it cannot hypertrophy any 
more to overcome the increasing obstruction 
caused by the enlarging prostate. The blad- 
der then becomes over-distended and flabby 
and urinary retention occurs. It no longer 
can produce complete emptying, and, as a 
result, bladder residual urine develops. This 
condition can be likened to a boy who grows 
up with a colt or a calf on the farm. He lifts 
the animal every day for a whiie, only to 
discover eventually that the weight of the 
animal has increased faster than his muscles 
have grown—and he can no longer lift the 
animal off the ground. In the same way the 
bladder muscle fails to expel the urine when 
the obstructive lesion becomes marked. The 
muscle has been overloaded. 


The residual urine is the amount which 
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remains in the bladder after the patient has 
done his best to empty it. It may vary from 
a few cc. in the beginning to hundreds of 
cc. in the advanced or obstructive case. 
Stagnant water, whether in the poorly 
emptying blacder or in the pool by the side 
of the road, gets dirty. And so when we 
cannot empty our bladders we run the risk 
of urinary infection. This is a common 
complication of bladder neck obstruction. 
With the onset of infection the bladder 
symptoms, which have heretofore been sole- 
ly the result of bladder muscle hypertrophy, 
may be augmented by the added irritation 
of infection. For a time, the incompetent 
pladder may again be able to expel its uri- 
nary content as the extra irritation of in- 
fection stimulates the muscle to greater 
contractile efforts. However, this is tran- 
sient and may never be recognized. With 
continuing infection the decompensated blad- 
der becomes over-distended and bladder tone 
decreases. Infection invades the bladder 
wall and attacks the muscle. There is edema 
and cellular infiltration. Contractile elastic 
muscle fibers become soggy, inflamed and 
are replaced by fibrous tissue. The end re- 
sult is a markedly trabeculated flabby sac 
instead of an elastic contractile bladder. And 
if prostatectomy is put off until this stage 
is reached the result will not be satisfactory. 
A scarred bladder will not function normal- 
ly. 


A further complication of bladder neck 
obstruction concerns the upper urinary 
tract. Hydrostatic pressures in the ureter 
and renal pelvis are ordinarily much lower 
than in the bladder. The urine is propelled 
to the bladder by a peristaltic wave in the 
ureter. Contraction of the bladder during 
the emptying phase results in transient rela- 
tively high pressure. This pressure is not 
transmitted up the ureter because of the 
oblique course of the ureter through the 
bladder wall. It is not a valve but it has a 
valve-like action. However, long standing 
increased intravesical pressure of prostatic 
obstruction eventually will force this valve 
mechanism and the increased pressure will 
be transmitted to the upper urinary tract 
which cannot tolerate it without damage. 
Diminished renal function, chronic pyelone- 
phritis, and uremia are possible sequellae. 
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It becomes important, then, to recognize 
prostatism in its earlier stages and correct 
it before irreparable damage is done. And 
it is also extremely important that a phy- 
sician does not allow himself to become emo- 
tionally involved in this matter. At least 
two-thirds of us will develop prostatic en- 
largement which may need operation. It is 
my observation that as a physician gets 
older and develops prostatic symptoms and 
puts off his own operation, he does the same 
with his patients. My older referring phy- 
sicians seldom refer me patients who are in 
the earlier stages; their patients only come 
to me when they have developed acute re- 
tention. 


How do we diagnose prostatic obstruc- 
tion? An accurate evaluation of prostatic 
obstruction is not always possible by rectal 
examination alone. The size of the gland by 
rectal examination may be no indication of 
the degree of obstruction produced. A five 
gram median bar (which you cannot feel by 
rectum) or a sizeable mid lobe, may produce 
more bladder obstruction than a hundred 
gram lateral lobe enlargement. It is the con- 
tour and the location of the obstructing tis- 
sue rather than its bulk which counts. The 
rectal side of the prostate does not produce 
bladder obstruction; it is the bladder side 
which is important. The elderly man with 
bladder symptoms and little gland by rectal 
examination may still have prostatic ob- 
struction. The middle-aged man with pros- 
tatic symptoms and no enlargement of the 
prostate on rectal examination may have a 
very obstructive median bar which can only 
be discovered by cystoscopy. Of course, or- 
dinarily there is some correlation between 
the size of the prostate by rectal examina- 
tion and the degree of obstruction. 


The mere fact of slight prostatic enlarge- 
ment and the presence of mild symptoms, 
say nocturia of one or two times, is no ar- 
gument for immediate prostatectomy. On 
the other hand, delay until acute retention 
develops, as is often the case, is not defen- 
sible either. Increasing and progressive dif- 
ficulty in urination, ineradicable urinary in- 
fection, hematuria from varicosities on the 
bladder aspect of the prostate, and a rising 
NPN—these are considerations weighing 
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heavily in favor of operation in the very 
near future. Lacking hematuria, intolerable 
symptoms or uremia, the amount of residual 
urine present in the bladder after voiding 
becomes the determining factor in deciding 
for operation or for delay. I believe a resi- 
dual in excess of 100 cc. is reason for opera- 
tion, provided the patient is a good surgical 
risk. The simplest and most direct way of 
determining the residual is by passage of a 
small urethral catheter to the bladder to 
draw off the urine remaining after the pa- 
tient has attempted to empty his bladder by 
voiding. Catheterization of the patient with 
prostatic hypertrophy is not without danger. 
Infection may be introduced, or, passage of 
the catheter through the inflamed and con- 
gested prostatic urethra, already constricted 
by the prostate, may produce enough trauma 
to throw the patient into acute urinary re- 
tention. In a patient who is just getting rid 
of his urine, although probably not very ef- 
fectively, catheterization may be contra-in- 
dicated unless you are willing to run the 
risk of converting an elective situation into 
an emergency hospitalization for which, of 
course, your patient will never thank you. 


Another way of determining bladder resi- 
dual urine is to have an intravenous pyelo- 
gram made. After the upper urinary tract 
is visualized the contrast medium will col- 
lect in the bladder to produce a cystogram. 
If the patient is then asked to empty the 
bladder, the urine which remains, mixed 
with contrast medium, may be estimated on 
an x-ray film taken after micturation. Also, 
the elevation of the bladder base due to the 
enlarged prostate and irregularity of the 
bladder outline will give the radiologist or 
urologist valuable information concerning 
the prostate and its local effects on the blad- 
der. You must decide whether such infor- 
mation is worth the cost of the intravenous 
pyelogram. The urologist may or may not 
add cystoscopy to his diagnostic sequence. 
I find cystoscopy indispensible only if I plan 
to do a transurethral resection of the pros- 
tate. 


Carcinoma of the prostate usually pro- 
duces symptoms only after the disease is far 
advanced and ineradicable by operation. The 
early cases are usually only picked up on 


Journal of the Oklahoma State Medical Association 











- 


routine physical examination. For this rea- 
son the examining finger must have a high 
index of suspicion when palpating the pros- 
tate in men past middle age. If there is 
some question of a nodule or some induration 
of the gland it is advisable to seek expert 
opinion. The urologist should have a some- 
what higher “batting average” and probably 
does, but he is far from being always right 
in diagnosing prostatic malignancy. The 
acid phosphatase is only elevated after the 
carcinoma has invaded beyond the prostatic 
capsule so that a positive finding usually 
means an ineradicable cancer. Occasionally 
there is no phosphatase response to me- 
tastatic carcinoma of the prostate so that you 
can’t rely on this test utterly. 


To distinguish between the induration of 
chronic prostatitis and carcinoma is very 
difficult and often impossible. The use of es- 
trogens as a therapeutic test on the assump- 
tion that carcinomatous nodules will dis- 
appear under the treatment while inflamma- 
tory nodules will persist cannot be condoned. 
Not all cancerous nodules will respond to 
estrogen as will be evident to anyone who 
has tried such therapy on the advanced case 
of prostatic cancer and obtained no response. 
Likewise, needle biopsy through the perin- 
eum is inconclusive unless malignant tissue 
is obtained. Indurated prostatic nodules in 
men past 50 should be biopsied by open sur- 
gical exploration and followed by radical 
perineal prostatectomy if cancer is found. 
Granted that, at the present time, most can- 
cers of the prostate will not be found until 
they are ineradicable by surgery, and there- 
fore hormonal therapy, either by estrogen 
administration or orchiectomy will be in- 
dicated, it must be remembered that it is 
impossible to cure prostatic cancer by hor- 
monal measures which are now available. 
Statistically, such measures do serve to pro- 
long life for a number of months or even 
years. But radical perineal prostatectomy 
offers a cure in early cases. There is an all 
too common tendency by medical men, and 
by urologists who do not do perineal sur- 
gery, to procrastinate in such early cases. 
Open biopsy without delay is indicated in 
all suspiciously indurated prostatic nodules 
in men past 40. 


Regular examination of the prostate gland 
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should be done in all men after the age of 
60. The same patient who goes twice yearly 
to his dentist to have his teeth checked has 
not been educated to have his prostate 
checked regularly when he gets past middle 
age. The rub here is that you can always 
get “store teeth” but you cannot replace or 
completely remove an advanced carcinoma- 
tous prostate. 


All of us have seen cases of urinary in- 
fection due to bladder dysfunction secondary 
to neuro-syphilis or other systemic diseases. 
The correct diagnosis is frequently made 
belatedly. Examination of the knee jerks 
and pupils routinely often suggests the diag- 
nosis before the Hinton or Wasserman re- 
port is received. Many a patient has been 
put through a long series of bladder washes 
and pills before it was discovered that the 
condition was due to neuro-syphilis. The 
fly in the ointment here is that the treat- 
ment may be the same after you discover 
the diagnosis—more bladder washes. How- 
ever, an eariler diagnosis would have re- 
sulted in a much more guarded prognosis 
and saved your reputation with the patient. 
Persistence of bladder symptoms with pus 
in the urine may be due to tuberculosis, es- 
pecially if no organisms are found in the 
urine by routine laboratory tests. 


Most doctors know the significance of 
hematuria. Yet, all too often we find an in- 
operable cancer of the urinary tract in a 
patient who had transient hematuria some 
time before and did not mention it to the 
doctor because the bleeding stopped. A tran- 
sient painless hematuria may be the only 
early sign of a hypernephroma or bladder 
cancer and should not be disregarded. It 
must be remembered that all tumors of the 
urinary tract are malignant or potentially 
so. All bleeding in the urinary tract must 
be explained before the matter is dismissed. 
One exception to this rule may be the con- 
dition known as acute hemorrhagic cystitis. 
The sudden onset of hematuria with symp- 
toms of urinary frequency, urgency and 
dysuria in a young person who has previ- 
ously been healthy, together with the finding 
of pus in the urine, is usually easily diag- 
nosed and will not be confused. Under any 
other circumstances urography and often 
cystoscopy will be necessary to make a defi- 
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nite diagnosis. When blood is found in the 
urine one should never attempt to explain 
hematuria by a rationalization. One must 
get the facts. 


Let us now pass to the upper urinary tract. 
The diagnosis of ureteral stone should oc- 
casion no great difficulty if a calcium-con- 
taining stone can be visualized by x-ray. On 
the other hand, the uric acid stone, being 
non-opaque to x-ray, may give a lot of 
trouble. If a uric acid stone is suspected, an 
examination of the urine may be helpful. In 
uric acid stone the urine is usually very acid 
unless infection has ensued. Furthermore, 
if uninfected acid urine from a case of sus- 
pected uric acid stone is set aside to cool 
in the refrigerator a heavy precipitate of 
the classical brick red crystals of uric acid 
may help to clinch the diagnosis. 


In case of obscure ureteral colic when 
stone, acute infection and obstruction can 
be ruled out, it is to be remembered that in 
the male the lower ureter lies adjacent to 
the seminal vesicles so that infection in 
these latter structures may produce symp- 
toms of ureteritis. 


I almost hesitate to discuss the differ- 
ential diagnosis of acute appendicitis and 
ureteral calculus because there is rarely an 
excuse for removing an appendix when the 
correct diagnosis is ureteral stone. Fre- 
quently, failure of appendectomy to cure 
the pain will focus attention on the ureteral 
stone to the chagrin of the surgeon and the 
detriment of his reputation. The differen- 
tial diagnosis depends mostly on signs rather 
than symptoms. The finding of blood in the 
urine should point to stone although it may 
be absent when stone is present. It is pos- 
sible for red cells to be found in the urine 
if a long inflamed appendix lies against the 
ureter; pus should also be present in this 
case. However, very few mistakes will be 
made if appendectomy is delayed in such 
cases until pyelograms are available. X-ray 
evidence of a calcification in the course of 
the right ureter is not conclusive evidence 
for stone unless the contrast medium of in- 
travenous urography demonstrates that the 
calcification is in the ureter or a ureteral 
catheter passed through a cystoscope clinches 
the matter. 
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Much less reliance is to be placed on symp- 
toms and signs of urologic disease at the 
kidney level. That organ is relatively inac- 
cessible to exact diagnosis except through 
the medium of pyelography. If retrograde 
urography is coupled with cystoscopy it is to 
be expected that the cystoscopist will view 
the urograms and make his own diagnosis. 


I cannot help emphasizing a point in the 
differential diagnosis between renal cyst 
and tumor. A smooth filling defect with a 
rounded or curving edge is sometimes in- 
terpreted as “probable cyst” or “cyst.” Yet, 
time and again exploration of the kidney 
has shown these “probable cysts” to be renal 
tumor. Furthermore, an occasional cyst is 
found to have a tumor within it. The only 
safe procedure is to explore all cases in 
which a filling defect in the kidney is in- 
terpreted as “cyst.” Unhappily, sometimes 
this differential diagnosis is difficult even 
when the surgeon has the kidney in his hand 
at the operating table, particularly when 
the filling defect is deep within the kidney. 


Intravenous urography is of particular 
value in chronic pyelonephritis complicated 
by some mild degree of renal insufficiency. 
This is true only if there is enough renal 
function to excrete the contrast medium in 
sufficient concentration to produce films of 
diagnostic value. It is to be remembered 
that we have about four times as much renal 
tissue as is necessary to carry on the normal 
excretory load of the body. This is the renal 
reserve. Until more than *, of this capacity 
is destroyed the nitrogenous waste will con- 
tinue to be excreted and the NPN and the 
BUN will remain normal. One good kidney, 
or even less, will suffice to keep these values 
in the normal range. So that it is possible 
to have a non-functioning kidney and normal 
NPN levels. Therefore, do not conclude that 
a normal NPN means normal! renal function. 


I have tried to interpret some of the uro- 
logic signs and symptoms which I believe 
you may encounter in your daily medical 
practice. Though I am a specialist in this 
field, I have tried to view it through the 
eyes of the general practitioner. If I have 
succeeded, even in small measure, I shall 
be happy. 


1101 Beacon Street, Brookline 46, Massachusetts 
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Application and Limitations of 


HYPNOTHERAPY 


Hypnosis in medical practice, while by no 
means new, is now enjoying a period of re- 
surgence. In keeping with our scientific 
approach to the practice of medicine, it is 
necessary to define hypnosis in current con- 
ceptual terminology. This should be done 
keeping in mind that a definition is a work- 
ing concept and is not necessarily an expres- 
sion of absolute truth. In harmony with 
this idea, hypnosis may be defined as “A 
basic state of consciousness which may be 
spontaneous or auto or hetero-induced; and 
in which state of consciousness a person’s 
psycho-biological functions may be influ- 
enced towards a desired end.” 


Hypnosis is characterized by an indraw- 
ing of consciousness in which state sugges- 
tibility and selective awareness are height- 
ened. In addition, there appears to be a 
lowering of the threshold of the subconscious 
and superconscious mind, with a fascilated 
access to deep-seated memories, habit pat- 
terns and emotional complexes on the one 
hand, and extra-sensory perceptions on the 
other. On the physiological level, the func- 
tions controlled by the autonomic and spinal 
nervous systems can be controlled to a sur- 
prising degree. This control extends to the 
alterations of sensory thresholds as well. 


The hypnotic state of consciousness varies 
in depths from the light superficial hypnoid- 
al state down to the state of suspended ani- 
mation. The former state is an almost uni- 
versally spontaneous manifestation best 
seen in day-dreaming, so-called absent mind- 
edness, and in absorption in a book, movie 
or conversation. This state of hypnosis can 
be induced readily in all normal individuals. 
Deeper states of spontaneous hynosis can be 
found in auto drivers as road hypnosis, as 
waking dreams, hysteria, somnambulism, 
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cataplexy and catatonia. These states can 
be induced readily in about 25 per cent of 
subjects at random, and possibly up to 75 
per cent with training. The deepest hyp- 
notic states which are spontaneously seen 
are syncope, stupor, coma and suspended 
animation. This latter state is apparently 
very similar to hybernation in certain species 
of mammals, though it is rather rare in hu- 
mans. This state may be induced only by 
specially trained operators and then not 
without risk to the patient. However, this 
state of hypnosis offers many experimental 
possibilities in medicine. 


In general, phenomena elicited in the hyp- 
notic state are fairly constant for certain 
levels but frequently there is much varia- 
tion. This fact causes much difficulty in 
attempting to evaluate depth of hypnosis in 
subjects. One of the reasons for this varia- 
tion arises out of the differences in the con- 
stitutional make-up and development of 
subjects. Thus, of two subjects who are at 
the same hypnotic level, one may manifest 
amazing hyperamnesia, positive hallucina- 
tions and even extra-sensory perception, 
while the other subject may manifest only 
physiologic responses such as catatonia and 
anesthesia. This lack of uniformity has led 
to much criticism and discrediting of hyp- 
nosis as a useful phenomena. Furthermore, 
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where hynosis is hetero-induced we then 
have a second variable factor, namely the 
operator. The operator assumes an inter- 
personal relationship with the subject which 
affects the results in proportion to the op- 
erator’s knowledge, skill, confidence and 
rapport established. However, the complex- 
ity of a phenomena does not necessarily in- 
terfere with its practical application. 


Induced hypnosis has been used since time 
immemorial as a prominent feature of re- 
ligious and healing rituals. However, hyp- 
nosis did not come into prominence in mod- 
ern history until 1777 when Anton Mesmer, 
the friend of Hayden and Mozart, and a doc- 
tor of medicine, cured a case of hysterical 
blindness in a young pianist by using “ani- 
mal magnetism,” later known as mesmerism 
and currently as hypnotism. James Braid, 
a Manchester physician-surgeon, described 
the phenomena of hypnotism as we under- 
stand it today. The word was coined from 
the Greek word for “sleep.” Esdaile, the 
student of Elliotson, made great contribu- 
tions toward hypnotic anesthesia. To Bram- 
well, we owe a debt for his classic of over 
fifty years ago titled “Hypnotism: Its His- 
tory, Practice and Theory.” He in turn was 
greatly indebted to the great Liebeault and 
Bernheim. Thus the history of hypnosis in- 
cludes the names of great physicians who 
stubbornly endured ridicule and personal 
loss in order to explore and expand the hori- 
zons of therapeutics in medicine. Suffice it 
to say that whereas the theory and tech- 
niques were varied and uncertain, the results 
were impressive enough to encourage per- 
sistence in the use and application of hyp- 
nosis therapeutically. 


In the physician-patient relationship, the 
induction of the hypnoidal state is quite 
useful, for it is a state of consciousness which 
tends to be anxiety free and accompanied 
by a certain degree of relaxation. In the 
office interview it is desirable to ascertain 
the patient’s fears and anxieties in relation 
to the office visit and physical examination 
itself. These fears can be surprisingly re- 
moved by the establishment of rapport as 
quickly as possible followed by simple, oral 
verbalizations of comfort and relaxation. 
This technique indraws the patient’s con- 
sciousness from the surroundings and lays 
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the groundwork for continuing depth into 
the hypnoidal state for the actual physical 
examination. A tense female patient about 
to have a pelvic examination can be relaxed 
in a few seconds by confident and deter- 
mined use of any indirect oral induction 
technique. The threshold of pain is definitely 
raised by the simplest of induction tech- 
niques. Thus any medical situation involv- 
ing painful or strange procedures can be 
prevented from causing anxiety by inducing 
the hypnoidal state, which in turn may be 
used as a stepping stone into deeper hyp- 
nosis for use as a therapeutic tool. 


Hypnosis as a supportive therapeautic 
tool requires more skill and ingenuity than 
for previously discussed techniques. Medi- 
cal situations in which hypnosis may play 
a part in the therapeutic regeme are peptic 
ulcers, thyroid disease, ulcerative colitis, 
hypertension, diabetes, asthma, allergies, 
dermatoses, menopause, in fact any disease 
which is prominently psycho-somatic. These 
afflictions can be helped by induction into 
light or medium states of hypnosis at which 
time direct symptom removal is attempted 
and more important, a basic change in the 
patient’s attitude is suggested. It may be 
found that immediate response is not forth- 
coming, but even after only two or three 
attempts definite changes may be seen tak- 
ing place months later; much like the sprout- 
ing of a seed long after its being planted. 
The management of many diseases or long 
standing by any method of therapy is ham- 
pered by impatients and shortsightedness 
not only of the patient but of the physician 
as well. The gratifying quick results often 
achieved by hypnosis should not blind us to 
the delayed but more often lasting results. 


Hypnosis in surgery is primarily related 
to a decrease in post-operative morbidity 
and is closely linked to the use of hypnosis 
pre-operatively and during anesthesia, at 
which time post-hypnotic suggestions for 
quick ambulation, painless surgical site, in- 
creased peristalsis and normal physiological 
functions in general are given. An interest- 
ing and somewhat sobering fact which has 
been found out with hypnotic techniques is 
that many patients, if not all, have subcon- 
scious awareness even in deep states of 
chemical anesthesia. They are able to recall 
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under hypnosis details of conversation and 
activities transpiring in the operating room 
during their operation. Though this mem- 
ory is not conscious, undoubtedly the subcon- 
scious knowledge affects the patients’ 
psycho-biologic make-up and will be reflect- 
ed in their post-operative recovery and their 
subsequent attitude toward all persons in- 
volved. The writer has been informed of 
several such situations by Doctor Cheek, 
OB-Gyn specialist from California who is 
currently gathering data on this aspect of 
hypnosis. The increased morbidity of can- 
cer patients undergoing operation during 
which unfavorable prognoses were discussed 
by the surgeons has been clearly established 
in selected cases. 


In the field of anesthesia the skillful use 
of hypnotic induction pays very big divi- 
dends in smoother and safer anesthesia. The 
special field of narco-hypnosis comes under 
the anesthetist’s province. There is an ideal 
point of hypnotic consciousness during 
chemical induction where well placed sug- 
gestions fascilitate anesthesia by counter- 
acting anxiety. In children, the use of hyp- 
nosis preoperatively to establish rapport can 
make the giving of an anesthetic much more 
pleasant and with decidedly lesser amounts 
of anesthetic needed. As the subject awakens 
from anesthesia there is again an opportun- 
ity for post-hypnotic suggestion directed to- 
words the reduction of post-operative mor- 
bidity. 


Much has been written about hypnosis in 
obstetrics. It is in this field that such grati- 
fying results are obtained for the reason that 
patient motivation is very high and there 
is usually ample time for conditioning the 
subject. The anxiety ridding hypnoidal state 
can be achieved in a matter of minutes dur- 
ing labor even though there has been no 
previous conditioning prenatally. The pa- 
tient can be changed from an anxious or 
loudly moaning subject to a quiet, co-opera- 
tive patient sleeping between contractions. 
Of course the usual analgesics and anes- 
thetics must be administered. The deeper 
states of hypnosis for the development of 
anesthesia are not so easily achieved, and 
usually require considerable prenatal train- 
ing. However a solution to the time con- 
suming element is the use of group condi- 
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tioning which also increases patient motiva- 
tion. When hypnotic anesthesia is not 
achieved the operator need not feel that the 
effort has been a fa'lure but rather that the 
ideal state was not achieved. We find that 
any therapeutic method seldom achieves un- 
varying results. 


A special application of hypnosis in ob- 
stetrics is the patient with intractable nau- 
sea and vomiting associated with pregnancy. 
The writer has seen patients who have been 
given all of the usual preparations orally 
and parenterally without results, who upon 
one hypnotic induction have ceased vomit- 
ing immediately for the remainder of the 
pregnancy. There is hereby no intention to 
imply that all cases of nausea and vomiting 
of pregnancy will respond likewise, due to 
factors already discussed. 


Finally, in emergency situations, patients 
are particularly responsive to hypnosis again 
because of high motivation. Severe, impend- 
ing shock can be avoided or lessened under 
hypnosis due to anxiety reduction and the 
induction of variable degrees of anesthesia. 
Severe burn cases have recovered dramat- 
ically due in part to a sense of well being 
with increased appetite due to hypnotic sug- 
gestion. Whenever emergency use of intra- 
venous medications is indicated the use of 
simple induction techniques can greatly po- 
tentiate the therapeutic effects. This meth- 
od is particularly adapted to the beginner 
because the operator has faith in the medi- 
cation and the subject is obviously aware of 
the medicine’s effect as predicted by the 
operator. Thus the rapport established is 
very conducive to depth in hypnosis if the 
operator should so desire. 


Now we shall briefly consider the role of 
hypnosis as a primary therapeutic tool. This 
role of hypnosis is primarily for the phy- 
sician who is psychiatrically oriented, which 
of course should include all physicians. The 
most gratifying results are obtained in chil- 
dren for their psychiatric problems are rela- 
tively early and amenable to resolution. In 
addition, children between the ages of six 
through 12 are particularly good hypnotic 
subjects. Gordon Ambrose, in his book 
“Hypnosis in Children,” classifies children’s 
psychiatric disorders as tension-conduct type 
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in which he includes the anxiety type and 
the delinquent; the tension-spasm type such 
as those with ennuresis, asthma, epilepsy, 
stammering; and finally the tension-action 
type such as those with tics and obnoxious 
habits like nail-biting or thumb sucking. AlI- 
though in some instances there is marked 
improvement following hypnotic induction 
without specific psycho-therapy, it is obvi- 
ous that a knowledge of psycho-dynamics is 
necessary for the most effective use of hyp- 
nosis as a primary therapeutic tool. 


In adults the problem is considerably more 
difficult though patience and perseverance 
will yield results. The neuroses are usually 
well fixed and of long standing in adults and 
frequently associated with a strong consti- 
tutional tendency. In these cases the phy- 
sician should be content with partial results 
and compromises. However, many times it 
is these patients who are most thankful for 
they intuitively realize they cannot lift 
themselves by their own bootstraps and are 
dependent on outside help. The wise prac- 
titioner will also develop the ability to rec- 
ognize the pre-psychotic and the psychotic 
and refer them to a competent psychiatrist 
without further delay. On the other hand 
there are numerous cases that legitimately 
belong in the province of the general prac- 
titioner and it is this group characterized 
by projected and free floating anxieties that 
can be helped by hypnotherapy. 


Indeed, the limitations of hypnotherapy 
are inherent only in the operator, the sub- 
ject and the environment. As stated before, 
there are serious limitations in the operator 





insofar as his experience is not sufficient 
for him to have faith and skill enough to 
cause deep enough induction in the subject 
to reach therapeutic levels. Furthermore, 
after having reached the necessary level, the 
operator may lack the ingenuity or knowl- 
edge to properly utilize the state. Patient 
limitations are based on severe blocks and 
repressions or pre-psychotic states. Sub- 
jects may also have considerable hostility 
or aversion to the hypnotic phenomena or 
to the operator. Of course the malingerer 
or the patient with strong secondary gains 
make impossible subjects. As for the psy- 
chopath, wise is the physician that gives 
them wide berth. Situational limitations 
also interfere greatly, not the least of which 
is the stigma attached to this form of ther- 
apy and the unfavorable atmosphere in the 
presence of other people who are ignorant 
or unsympathetic. There is also the situa- 
tion where hypnosis should not be done with- 
out the presence of a third party, preferably 
a nurse or aide. Distractions in general are 
a limiting factor but diminished in impor- 
tance in inverse proportion to the skill and 
experience of the operator. 


In summary then, if the impression has 
been given that there is no field of medicine 
where hypnosis is not valuable as a basic 
approach to physician-patient relationship 
and further, that hypnosis is a potent, yet 
safe tool supplementing practically all of the 
therapeutic armamentarium, then this ar- 
ticle has accomplished what the writer in- 
tended. 


Security Bank Building, Lawton, Oklahoma 


ALIEN, n. An American sovereign in his probationary state. 


From the Devil's Dictionary by Ambrose 


Bierce 
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PULMONARY HYPERTENSION, A Summary 


LOYAL L. CONRAD, M.D. and T. EDWARD CUDDY, M.D. 


Introduction 


Increased resistance to pulmonary blood 
flow is a common yet serious complication 
of many forms of heart disease, both con- 
genital and acquired. Its presence may 
modify and render obscure the original fea- 
tures of the primary illness; its henchman, 
right heart failure, meanwhile readies the 
coup de grace. The distinction between 
“pulmonary hypertension” and “increased 
pulmonary vascular resistance” must be kept 
clear. Elevated pulmonary arterial pres- 
sures may exist as a manifestation of in- 
creased pulmonary vascular resistance but 
they may also be found under circumstances 
where pulmonary vascular resistance is 
normal. (See “Pressure-Flow  Relation- 
ships,” below.) 


Clinical Manifestations 


The appearance of right heart failure as 
evidenced by venous distention, enlargement 
of the liver, edema, and ascites, should al- 
ways alert the observer to the possible pres- 
ence of increased resistance to pulmonary 
blood flow. More direct signs may then be 
looked for. The pulmonary portion of the 
second sound is accentuated and closely split 
because of pulmonary arterial diastolic hy- 
pertension. There may be a systolic click 
immediately following the first heart sound 
and a short ejection murmur may be heard 
over the tricuspid valve. A pulmonary sys- 
tolic ejection murmur is less frequently 
audible. Right ventricular hypertrophy is 
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detected by the presence of a left parasternal 
lift. At times pulmonary valve closure may 
be felt. As the right ventricle hypertrophies 
it offers an increased resistance to diastolic 
filling and right atrial hypertrophy de- 
velops. Atrial contractions may become so 
forceful as to cause the appearance of a loud 
presystolic sound and establish the presence 
of a three-sound cycle, a right atrial gallop 
rhythm. The “a” wave of the jugular pulse 
becomes conspicuous. As a result of the in- 
creased resistance to pulmonary blood flow 
cardiac output is fixed and will not increase 
upon exercise. Thus, easy fatigue and tired- 
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Figure 1. Primary pulmonary hypertension. PA 
chest film shows moderate cardiac enlargement, 
prominence of the right ventricular outflow tract and 
exaggerated hilar vascular shadows. The peripheral 
lung fields show a decrease in vascularity. P.H., a 
housewife, age 42, complained of easy fatigue of one 
year’s duration, and of right upper abdominal tender- 
ness for four months. A left parasternal lift, ac- 
centuated pulmonary valve sound, and a _ systolic 
murmur of grade 1 intensity at the apex were pres- 
ent. The liver was enlarged and tender. Edema and 
cyanosis were absent. A conspicuous jugular venous 
pulse was seen. (Chest x-ray was taken by Doctor 
Allen E. Greer.) 


ness on exertion are the commonest sub- 
jective manifestations. Effort syncope is 
frequently observed. At times patients will 
note pain in the chest precipitated by ex- 
ertion and relieved by rest, with a variable 
response to the administration of nitro- 
glycerin. The origin of this pain is ob- 
scure but it is possibly related to stretching 
of the main pulmonary artery and its 
branches as they dilate with the increased 
influx of blood following exercise. 


Chest x-ray findings are usually distinc- 
tive. Along with enlargement of the cardiac 
silhouette and toeing up of the apex and 
an increased convexity to the right border 
of the heart there is prominence of the right 
ventricular outflow tract and the hilar vas- 
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cular shadows due to dilatation of the major 
branches of the pulmonary artery. The peri- 
pheral lung fields are of increased radio- 
translucency due to attenuation and oblitera- 
tion of the smaller arterial branches. De- 
creased vascularity of the peripheral lung 
fields offers a distinct contrast to the prom- 
inent hilar vascular shadows. 


The electrocardiogram shows features 
common to all of those disorders presenting 
obstruction to pulmonary blood inflow and 
right ventricular outflow. Less characteris- 
tic changes are found when they are super- 
imposed on changes ascribable to the pre- 
existent lesion. The mean QRS axis is usual- 
ly forward and to the right and a large, 
broad R-wave with a late intrinsicoid de- 
flection is inscribed in leads from the right 
side of the precordium and right chest. Some 
of the features of right bundle branch block 
may be present, but usually the main fea- 
tures of the electrocardiogram are those of 
right ventricular hypertrophy rather than 
those of right bundle branch block. How- 
ever, atypical forms of right bundle branch 
block are commonly seen in cases of mitral 
stenosis with increased resistance to pul- 
monary blood flow and in cases of increased 
pulmonary vascular resistance secondary to 
chronic lung disease. In addition, the elec- 
trocardiographic diagnosis of right atrial hy- 
pertrophy may be suggested by the presence 
of a tall, spiked P deflection in the standard 
limb leads or in the right precordial leads. 


The Factors, The Pulmonary Circuit 


Nearly one-fourth of the circulating blood 
volume at any instant is contained in the 
pulmonary vessels and of this volume about 
60 cc. are contained in the pulmonary capil- 
laries themselves yet little factual data on 
the regulation of flow and pressures in the 
pulmonary vascular bed are available. It 
seems reasonable to assume that because 
the peripheral pulmonary arteriole is richly 
endowed with nerve endings and has smooth 
muscle elements in its walls that these small- 
er vessels are capable of active vasomotion 
and participation in the regulation of pul- 
monary pressures and flow. As yet those 
factors which control and modify their ac- 
tivity have not been defined. In addition to 
the anatomic inaccessibility of the smaller 
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vessels for study many time-honored physio- 
logic methods are too gross to detect small 
changes in function and, all too frequently, 
changes in other parameters (such as cardiac 
output) render the interpretation of data 
obtained by these methods impossible. The 
central nervous system apparently exerts 
some control on pulmonary reflexes prin- 
cipally through the pathway of the vagus 
nerve and possibly through the sympathetic 
autonomic system, but again the mechanisms 
are little understood. Pressure receptors in 
the pulmonary venous system and left atrium 
must in some fashion exert some control 
over pulmonary vasomotion, yet their role 
in the control of pulmonary pressures and 
flow is not clear. It is possible that direct 
pulmonary venous arteriolar reflexes exist, 
yet their presence has not been clearly dem- 
onstrated. It also seems possible that chemo- 
receptors in the pulmonary circuit might 
alter the reflex activity of the pulmonary 
arteriole. Even though it is well known 
that decreased oxygen tension can cause a 
rise in pulmonary arterial pressures, the 
mechanism remains obsure. When anatomic 
changes such as intimal hyperplasia and 
medial hypertrophy are present in the pul- 
monary arteriole secondary to disease so 
that structural obstruction to flow as well 
as alterations in reflex activity may be pres- 
ent, our ignorance is compounded. 


Pressure Flow Relationships 


The flow equation F — P/R (where F 
= flow or cardiac output, P pressure 
gradient over the segment of the vascular 
bed being measured, and R the resistance 
in that vascular bed) tells us that pulmo- 
nary blood flow may be augmented without 
a change in pulmonary vascular resistance, 
even though pressures in the pulmonary cir- 
cuit may rise and pulmonary hypertension 
is present. This situation is encountered fre- 
quently in congenital cardiac lesions with 
generous left to right shunts. This type of 
pulmonary hypertension has been called 
“hyperkinetic” and is related to large vol- 
umes of flow. At other times, pulmonary 
vascular resistance may be greatly increased 
for any given level of flow. Here the in- 
creased resistance to flow determines the 
presence of right heart failure as well as 
the direction of shunts. In contrast, when 
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Figure 2. Electrocardiogram on P.H. The mean 
QRS axis is +120° and is directed forward. The QRS 
interval is 0.10 seconds. There is an R-R’ at V1 and 
V4R with a prominent R’. There is a broad S at VB. 
The P deflection in lead II is tall and somewhat 
spiking. The final ventricular deflection is inverted 
in leads II, III, aVF and in the precordial leads 
The electrocardiographic diagnosis is incomplete right 
bundle branch block, suggestive right ventricular hy- 
pertrophy, right atrial hypertrophy, and primary T 
wave changes compatible with Digitalis effect. ‘Elec- 
trocardiogram was taken by Doctor Robert H. Bayley.) 


high rates of flow prevail the ventricles may 
fail because of the workload imposed by the 
handling of inordinately large volumes of 
blood and the pulmonary vascular resistance 
remain normal prior to failure. 


The Diseases, Primary Pulmonary 
Hypertension 


This disease occurs almost exclusively in 
the adult female. Its course is character- 
ized by easy fatigue, effort syncope, and 
chest pain. It is more or less rapidly pro- 
gressive and terminates in right heart fail- 
ure. At this time cyanosis may become ap- 
parent due to slowing of the peripheral cir- 
cultation or occasionally due to right to left 
shunt through a patent foramen ovale as 
right atrial pressures rise. The cause for 
the obstructive lesions in the smaller pul- 
monary arteries is not known. All forms of 
treatment including thoracic sympathectomy 
have been unsuccessful. 


727 








TABLE I 
Cardiac catheterization data on P.H. 








Source 0 vols.% Pressure, mm.Hg 
Dynamic Mean 
Sup. vena cava 10.4 _ — 
Right atrium 9.7 18/9 12 
Right ventricle 9.8 105/25 55 
Pul. artery 9.6 105/50 74 
Pul. artery, wedged — _ 7-12 
Femoral artery 17.2 114/74 





The data show marked pulmonary arterial hyper- 
tension without evidence of shunt. There is nothing 
to suggest mitral block. Post-mortem examination of 
the patient two months later confirmed the clinical 
diagnosis. The patient was referred to us for cardiac 
catheterization studies by Doctor Harry F. Singleton. 


Multiple Pulmonary Emboli 


Repeated miliary emboli to the lungs may 
lead to an increased pulmonary vascular re- 
sistance due to obliteration of the vascular 
bed and, possibly, aggravated by pulmonary 
vasoconstriction. The anatomic changes in 
the smaller pulmonary vessels include in- 
timal hyperplasia and resemble those seen 
in primary pulmonary hypertension and 
other conditions associated with long-stand- 
ing pulmonary hypertension. Since the 
source for small repeated episodes of pul- 
monary embolization may reside in the pel- 
vic or peripheral veins a history of throm- 
bophlebitis or pregnancy may suggest the 
initiating factor. Anticoagulant therapy 
should be instituted in these instances. Be- 
cause of the small particle size of the em- 
boli, clinical signs of pulmonary infarction 
may not be present. When emboli of larger 
size are lodged in the pulmonary arterial 
circuit, acute pulmonary hypertension and 
acute cor pulmonale usually result. Emboli 
of this size are usually not responsible for 
the appearance of the chronic pulmonary 
hypertensive syndrome although a few such 
cases have been reported. 


Rheumatic Heart Disease 


Some degree of pulmonary hypertension 
is always present when left atrial pressures 
are elevated due to stenosis of the mitral 
valve. The degree of hypertension is usually 
in keeping with the degree of elevation of 
the left atrial pressure. In about one-fourth 
of the patients with rheumatic mitral sten- 
osis there is an inordinate response on the 
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part of the pulmonary vasculature so that 
the degree of pulmonary hypertension is out 
of proportion to the degree of mechanical 
block at the mitral valve. In these instances 
the pulmonary arterial resistance may rise 
to high levels. In some cases only minimal 
elevation of the left atrial pressure (as re- 
flected by the mean pulmonary artery 
wedged pressure) occurs. With the appear- 
ance of right heart failure, the character- 
istic mitral diastolic murmur of mitral sten- 
osis may disappear and the clinical picture 
resemble that of primary pulmonary hyper- 
tension. The lesion, once established, is usu- 
ally irreversible although occasionally mitral 
commissurotomy has proven effective in 
combating the pulmonary hypertension. In 
most cases, however, marked increases in 
pulmonary arterial resistance are seen with 
more severe degrees of rheumatic disease 
when caridac enlargement is at its greatest 
and multiple valvular involvement is pres- 
ent so that mitral commissurotomy is a des- 
perate and, for the most part, a last chance 
measure. In a few patients whom we have 
studied treatment with adrenal steroid de- 
rivatives has proven effective in relieving 
the right heart failure picture and in in- 
creasing exercise tolerance. This improve- 
ment may reflect a change in the primary 
pathologic process in the pulmonary vessels 
or it may represent a lowering of pulmonary 
artery pressure secondary to the improve- 
ment in the congested state. At times a ne- 
crotizing arteritis of the pulmonary arteries 
may be seen. It is not known definitely 
whether this represents active rheumatic ar- 
teritis, or whether it is a consequence solely 
of a rise in pulmonary artery pressures. 
Again, it has been postulated that many of 
the changes in the smaller pulmonary ves- 
sels may be related to repeated multiple 
small pulmonary emboli. 


Chronic Cor Pulmonale 


An increased resistance to pulmonary 
blood flow may occur with diffuse paren- 
chymal lesions of the lungs as well as with 
obstructive emphysema. In addition to the 
role of hypoxia, destruction of the pulmo- 
nary vascular bed as a result of the disease 
process leads to aggravation of the pulmo- 
nary hypertension. Repeated attacks of pul- 
monary infection which lead to hypoxia and 
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further increases in pulmonary artery resist- 
ance are associated with bouts of right heart 
failure. The electrocardiogram may show 
no evidence of right ventricular hypertrophy 
until late in the course of the disease. 
Changes suggestive of right atrial hyper- 
trophy are more frequently seen and appear 
earlier. 


Congenital Heart Disease 


Hyperkinetic pulmonary hypertension due 
to increased blood flow occurs with most 
lesions with left to right shunts of real mag- 
nitude. At times there may be an associated 
increase of resistance to pulmonary blood 
flow. In this situation the physiology of the 
original lesion is considerably altered. With 
increasing degrees of pulmonary vascular 
resistance the amount of the left to right 
shunt diminishes and the right to left shunt 
increases resulting in cyanosis and polyey- 
themia. The term Eisenmenger’s syndrome 
may be used to describe this particular clin- 
ical picture. The initial shunt may have 
been due to an atrial or ventricular septal 
defect or a patent ductus arteriosus, but with 
the appearance of moderate and marked in- 
creases in pulmonary vascular resistance 
the individual features of the original defect 
are lost. In general when the pulmonary 
vascular resistance is high and fixed and 
cyanosis is apparent the lesion is not amen- 
able to surgery. At times there may be evi- 
dence of increased pulmonary vascular re- 
sistance from birth. This is particularly 
prone to occur with patent ductus arteriosus 
and ventricular septal defects. Here it has 
been postulated that the smaller pulmonary 
arteries retain their fetal condition into neo- 
natal life. In many instances the inhalation 
of 100% oxygen will cause a temporary 
lowering of pulmonary arterial resistance 
and an improvement in the right to left shunt 
and lessening of the cyanosis. Unfortunate- 
ly, this test has not been a reliable indicator 
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as to whether or not surgery can be tolerated 
by this group of patients. 


Obesity 

Occasionally alveolar hypoventilation is 
observed in the obese individual. Secondary 
to hypoxia, rises in pulmonary vascular re- 
sistance are encountered which may be of 
sufficient degree to culminate in right-sided 
heart failure. The syndrome is usually re- 
versible upon the loss of adipose tissue and 
temporary relief can be obtained through 
the use of Digitalis and diuretics. 


Other Conditions 

A variety of diseases which result in in- 
creased pulmonary vascular resistance and 
right heart failure has been described. 
Anoxia and destructive lesions of the pul- 
monary vascular bed are implicated alone or 
in combination. In some, pulmonary vas- 
cular thromboses are felt to be significant. 
The list is large and some of the following 
are included: sickle cell disease, pulmonary 
schistosomiasis, endophlebitis of pulmonary 
veins, pulmonary forms of periarteritis 
nodosa, disseminated lupus erythematosus, 
and scleroderma. 


Summary 

An increased resistance to pulmonary 
blood flow may result from obstruction of 
small pulmonary arteries and arterioles, 
from extensive damage to the pulmonary 
vascular bed, or from the effects of nervous 
or chemical reflexes on the pulmonary vas- 
cular bed. Obstructive lesions may result 
from multiple small emboli or may be the 
consequence of sustained hypertension in 
the pulmonary circuit. The interplay of the 
various factors controlling pulmonary blood 
flow and pressures can only be surmised. 
Our knowledge of the relationship of these 
factors to various disease processes is rudi- 
mentary. 


921 N.E. 13th, Oklahoma City, Oklahoma 
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ABSTRACTS 


Preventive Allergy 
CARROLL M. POUNDERS. 
Southern Med. Journal, 51: 529-533, 1958 


This paper deals with the problems of allergy in 
early life, emphasizes its frequency and discusses its 
manner of development. A new descriptive term is 
used and preventive measures are stressed. 


It is loosely divided into: (1) the alimentary phase, 
(2) the dermal phase, (3) the respiratory phase and 
(4) the comprehensive phase. 


Preventive measures begin with the mother’s diet 
during pregnancy. Monotony is to be avoided, and 
foods known to rank high in the production of allergy 
are to be omitted. Breat feeding is to be carried out 
when possible. Sensitivity to cows milk is avoided 
by using non-milk substitutes. The beginning of other 
foods is delayed much longer than the usual starting 
time. Precautions are carried out regarding beds, 
sleeping rooms, and play rooms so as to minimize or 
prevent exposure to the more common inhalants. 


The whole idea is to prevent rather than to allow 
the development of allergic reactions. It is thought 
that this is the logical way to deal with the problem. 


Professor, Department of Pediatrics, University of Okla- 
homa School of Medicine 


The Clinical Picture of Far East 
Influenza Occurring at the Fourth 
National Boy Scout Jamboree 


Report of 616 Cases 
ROBERT L. PODOSIN,* and WARREN L. FELTON.** 


New England Journal of Medicine, 258: 778-782, 1958 


Analysis of an epidemic of 616 cases of Far East 
influenza occurring at the Fourth National Boy Scout 
Jamboree revealed the disease to be mild and of 
short duration. The course of 15.9 per cent of these 
patients was complicated by pneumonitis, otitis media, 
acute tonsilitis or acute bronchial asthma. No serious 
sequelae developed in these patients. 


Older patients and those with acute asthmatic at- 
tacks had a slightly prolonged course and a higher 
rate of pulmonary complications. 


Antibiotic therapy was not utilized and does not ap- 
pear to be indicated in the uncomplicated case and 
should not be reserved for those with obvious bac- 
terial complications. 


*Captain, Medical Corps presently stationed in Germany 


**Clinical Assistant in Surgery, University of Oklahoma 
School of Medicine 
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The Effect of Chronic Pancreatitis 
On Pressure Tolerance in The 
Human Pancreatic Duct 


MERLIN K. DuVAL.* 


Surgery, 43: 798-801, 1958 


1. Pancreatic intraductal resting pressures have 
been measured in four patients without pancreatic 
inflammatory disease and in nine patients with chron- 
ic pancreatitis. 


2. The findings suggest that in patients with chron- 
ic pancreatitis pancreatic duct pressure must at least 
double before evacuation into the duodenum. 


3. It is suggested that detection of pancreatic duct 
obstruction, when present in pancreatitis, may yield 
a group of patients who will benefit from operative 
decompression. 


*Associate Professor of Surgery, University of Oklahoma 
School of Medicine 


Medical and Surgical Problems Arising At 
The Fourth National Boy Scout Jamboree 
Study of Temporary Encampment of Over 
50,000 Boy Scouts and Leaders 


WARREN L. FELTON II,* and ROBERT L. PO- 
DOSIN.** 


The Journal of the American Medical Association, 
166: 1978-1981, 1958 


Of the 52,580 participants in the Fourth National 
Boy Scout Jamboree held at Valley Forge, Pa., July 
12-19, 1957, 987 (1.88%) developed illness requiring 
hospitalization. These patients were treated at a field 
hospital at the encampment or at the Valley Forge 
Army Hospital. 


Seventy per cent of these hospitalizations were for 
respiratory diseases, primarily influenza ‘of which 
there were 616 cases). The remainder were for vari- 
ous medical and surgical problems, mostly minor. 
There were no fatalities and was no occurrence of 
poliomyelitis. 


A low incidence of serious injuries and of disorders 
related to the encampment itself were noted. Ex- 
cluding an epidemic, hospitalization of 0.5% to 0.7% 
of a temporary population of this size and compo- 
sition may be expected. 

*Clinical Assistant in Surgery, University of Oklahoma School 
of Medicine 


**Captain, Medical Corps presently stationed in Germany 


Journal of the Oklahoma State Medical Association 











Protein-Anabolic Effectiveness In 
Postmenopausal and Senile Osteoporosis 
Of a Single Injection of the Long-Acting 
Steriod Ester, Testosterone Enanthate 


EDWARD C. REIFENSTEIN, Jr.,* and R. PALMER 
HOWARD.” 


Metabolism, 7: 364-373, 1958 


Metabolic balance studies in patients with postmeno- 
pausal and senile osteoporosis provide evidence that 
the amount of protein anabolism that can be induced 
with certain testosterone derivatives is influenced by 
the duration of the anabolic activity, by the dosage, 
and by the frequency of administration of these ste- 
roid substances. The repeated daily administration 
of the short-acting compounds, testosterone propionate 
(by injection) or methyl testosterone ‘by mouth), in 
a dosage of 25 to 50 mg. per day, resulted in a re- 
tention of nitrogen which averaged 2.13 to 2.30 grams 
day during periods of therapy of 24 to 28 days. A 
single injection of 300 mg. of testosterone propionate 
caused nitrogen retention which averaged but 0.91 
to 1.12 grams/day for a period of only 12 to 14 days. 
When 600 mg. of the propionate ester was administered 
as a single dose, the retention of nitrogen still aver- 
aged only 1.02 grams/day, and the duration of the 
anabolic effect lasted for only 12 days. 


In contrast, when the long-acting steroid ester, tes- 
tosterone enanthate, was administered as a single 
injection of 350 or of 700 mg., the duration of the ana- 
bolic activity was 30 to 33 days, respectively. With 
the smaller dose, the daily nitrogen retention was only 
0.83 grams/day; but with the larger dose, the re- 
tention was 1.76 grams/day. This latter rate begins 
to approach that achieved by the daily administra- 
tion of the short-acting steroid compounds, testos- 
terone propionate and methyltestosterone. It is be- 
lieved that a still larger single dose of the enanthate 
ester will have a still greater protein-anabolic effect. 
The 700 mg. dose of testosterone enanthate also in- 
duced a significant retention of phosphorus and of 
calcium. The potential of this ester is a therapeutic 
agent for bone anabolism in osteoporosis deserves fur- 
ther study. There were no local reactions or unde- 
sirable androgenic manifestations following the in- 
jection of these large single doses of the testosterone 
esters. 


A single injection of the long-acting steroid ester, 
testosterone enanthate, appears to be a.) more ef- 
fective per milligram of steroid compound and per 
milliliter of oil solution ‘of maximal concentration) 
than either the single or the repeated injection of the 
short-acting steroid ester, testosterone propionate, and 
b.) more effective per milligram of steroid compound 
than the repeated oral administration of the short- 
acting steroid agent, methyltestosterone, in stimulat- 
ing the protein anabolism of patients with postmeno- 
pausal or senile osteoporosis. 


*Associate Medical Director, The Squibb Institute for Medi- 
cal Research, New Brunswick, New Jersey. 


**Associate Professor of Research Medicine, University of 
Oxlahoma School of Medicine 


December, 1958—Volume 51, Number 12 


Isolation of Herpes-Simplex Virus From 
A Patient With Erythema Multiforme 
Exudativum (Stevens-Johnson Syndrome)“ 


DAVID W. FOERSTER,* and L. VERNON SCOTT.** 


New England Journal of Medicine, 259: 473-475, 1958 


A case of erythema multiforme exudativum (Stev- 
ens-Johnson syndrome) is reported in which herpes- 
simplex virus was isolated from vesicular fluid and 
identified by serologic technics. A significant rise in 
antibody titer to the virus was demonstrated. Previ- 
ous studies in which this virus was implicated in the 
pathogenesis of erythema multiforme exudativum are 
reviewed, and its potential role as the etiologic agent 
is discussed. 


*Rotating Intern, Surgery Major, University of Oklahoma 
School of Medicine 


**Professor of Microbiology, University of Oklahoma School 
of Medicine 


The Influence of Gonadol Hormones On 
Serum Lipids and Lipoproteins: Studies 
In Normal and Hypogonadal Subjects 


ROBERT H. FURMAN,* and R. PALMER HOWARD." 


Annals of Internal Medicine, 47: 969-977, 1957 


It is clear from these studies that the serum high 
density (alpha) lipoproteins and the ratio of high 
density to lower density ‘alpha/beta) lipoproteins are 
sensitive indicators of change in gonadal hormone re- 
lationships. Increase in relative estrogenicity whether 
by administering estrogen or withdrawing androgen, 
is always associated with increase in high density 
lipoprotein concentrations and high density/low den- 
sity lipoprotein ratios. Increase in relative androgen- 
icity has the opposite effect. The lower density ‘beta) 
lipoprotein response is more variable but usually op- 
posite to that of the high density fraction. 


Changes in chemically determined cholesterol and 
phospholipid levels appear to be determined by the 
nature of the changes in the major lipoprotein frac- 
tions under these conditions. On the other hand, ab- 
sence of change in serum cholesterol or phospholipid 
levels does not preclude the possibility of major al- 
teration of the lipoprotein spectrum 


Whether these serum lipoprotein-hormone relation- 
ships are casually related to the marked sex differ- 
ence in the incidence of coronary artery disease re- 
mains to be determined by further study. There is 
good agreement among workers in this field that the 
concentration and physical status of the serum lipids 
have some etiologic significance in this disease. We 
feel, therefore, that further efforts in the direction 
of the studies described are warranted 


*Associate Professor of Research Medicine, University of 
Oklahoma School of Medicine 


**Associate Professor of Research Medicine, University of 
Oklahoma School of Medicine 
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Gastric Carcinoma Occurring 
In a Gastrostomy 


JAMES A. WEBB,* STEWART WOLF,** and JOHN 
A. SCHILLING.*** 


American Journal of Surgery, 96: 430-433, 1958 


A case of a patient who has served the public and 
the medical profession well in our efforts to under- 
stand gastric physiology has been presented briefly 
because of the development of carcinoma in his gas- 
trostomy. He was treated by conservative local ex- 
cision because of his age, physical condition and 
personality make-up. An excellent opportunity was 
afforded to study radioactive phosphorus uptake in a 
gastric carcinoma under direct visualization. The 
findings did not suggest that the method is particu- 
larly useful for the detection of carcinoma in intact 
human stomachs. 


*Chief Resident, Department of Surgery, University of Okla- 
homa Medical Center 


**Professor of Medicine, University of Oklahoma School of 
Medicine 


***Professor of Surgery, University of Oklahoma School of 
Medicine 


The Influence of Androgens Estrogens 
And Related Steroids on Serum 
Lipids and Lopoproteins 


ROBERT H. FURMAN,* R. PALMER HOWARD,** 
LEONARD N. NORCIA,*** and E. CORINNE 
KEATY.**** 


The American Journal of Medicine, 24: 80-97, 1958 


Data representative of a four-year study of the in- 
fluence of gonadal steroids on serium lipids and lipo- 
proteins in more than sixty human subjects are pre- 
sented. Estrogens promptly and consistently increase 
high density -S,. 0-12 (alpha) lipoprotein concentra- 
tions, while androgens promptly lower them. The 
concentration of lower density -S,., 25-40 (beta) or 
-S:.. 25-70 lipoproteins characteristically either does 
not change, or changes in a direction opposite to that 
of the high density lipoproteins, when gonadal steroids 
are administered. The response of the chemically 
determined serum cholesterol and phospholipid con- 
centrations may be predicted on the basis of the 
lipoprotein changes induced by gonadal steroids in 
individual subjects. When the concentrations of high 
density and lower density lipoprotein fractions change 
in opposite directions, serum cholesterol and phos- 
pholipid levels show little or no change. When lower 
density lipoprotein concentrations fail to change fol- 
lowing gonadal steroid exhibition, then serum choles- 
terol and phospholipid levels change in the same di- 
rection as that of the high density lipoproteins. Serum 
phospholipids tend to vary within the high den- 
sity lipoprotein concentrations more than does the 
serum cholesterol, presumably because of the rela- 
tively high phospholipid/cholesterol ration of the -S, -: 
0-12 lipoproteins. 
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Changes induced in the serum lipoproteins by gon- 
adal steroids tend to persist for one or more weeks 
after therapy is discontinued and after nitrogen bal- 
ance has returned to the control state. No ‘‘wearing- 
off’’ phenomena have been observed. The responses 
of the lipoproteins do not appear to be conditioned by 
urinary gonadotropin or 17-ketosteroid excretion, and 
may be elicited in hypothyroidism and panhypopitui- 
tarism. 


The changes induced in the serum lipoproteins of 
human subjects by gonadal steroid administration 
suggest that the relative immunity of women to coro- 
nary atherosclerosis may be attributable either to 
relatively large concentrations of high density lipo- 
proteins or to relatively high values for high density 
lower density lipoprotein ratios. The data also in- 
dicate the necessity of study of the entire serum 
lipoprotein spectrum if the physiologic or etiologic 
importance of these lipoproteins in health and disease 
is to be fully evaluated. 


*Associate Professor of Research Medicine, University of 
Oklahoma School of Medicine 


**Associate Professor of Research Medicine, University of 
Oklahoma School of Medicine 


**Assistant Professor of Research Biochemistry, University 
of Oklahoma School of Medicine 


****Pormerly Associate Member of the Endocrinology Sec- 
tion of the Oklahoma Medical Research Foundation 


Sociologic, Psychologic, and Metabolic 
Observations on Patients in the 
Community of a Metabolic Ward 


W. W. SCHOTTSTAEDT,* R. H. PINSKY,** D. 
MACKLER,*** and S. WOLF.**** 


American Journal of Medicine, 25: 248-257, 1958 


In this paper are recorded observations made at 
the Oklahoma Medical Research Hospital over a 
period of ten weeks of intensive study. Interactions 
between patients and between staff and patients were 
found to have marked repercussions in the metabolic 
data being accumulated. During periods of confusion 
or change on the ward, a higher percentage of stress- 
ful events were associated with significant metabolic 
fluctuations than during periods of relative trans- 
quility. The data illustrate the importance on inter- 
personal relationships and of reactions to ward ac- 
tivities and routines on metabolic functiens in an en 
vironment where dietary intake and activity are rig- 
idly controlled. 


*Associate Professor of Medicine and Preventive Medicine 
University of Oklahoma School of Medicine 


**Research Associate, New York Hospital, New York City 
New York. 


***Medical Student at time of study, University of Oklahoma 
School of Medicine 


****Professor of Medicine, University of Oklahoma School of 
Medicine 
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Faculty News 





Four Appointments Approved 


Faculty appointments recently approved 
by the Board of Regents include new mem- 
bers of five clinical and basic science de- 
partments at the University of Oklahoma 
School of Medicine. 

They are: Sylvia O. Richardson, M.D., 
assistant professor of pediatrics; John Har- 
ry Gogerty, Ph.D., assistant professor of 
pharmacology; Shatteen Taylor Blalock, 
M.D., instructor in preventive medicine and 
public health; and Warren Locker Felton, 
III, M.D., clinical assistant in medicine. 

Doctor Richardson is director of the Study 
Center for Exceptional Children at Chil- 
dren’s Memorial Hospital. She did four 
vears graduate work in the education of the 
exceptional child at Columbia University, 
where she received her M.A. degree in 1942; 
then started her medical training. 

Graduating from McGill University Fac- 
ulty of Medicine in 1948, she served an in- 
ternship at Montreal Children’s Memorial 
Hospital. She completed a clinical fellow- 
ship in medicine and was director of the 
speech clinic at Boston Children’s Medical 
Center, 1949-52, returning to Boston in 1954 
for cleft palate work as a research fellow in 
surgery. 

Doctor Gogerty received his Ph.D. in 
pharmacology from the University of Wash- 
ington, Seattle, in 1958, after being award- 
ed his B.S. in pharmacy at the University 
of Wyoming and his M.S. at Washington. 

One of his major fields of interest is 
neurohumoral! agents that act in the brain 
and also the electro-physiological changes 
that occur with different levels of these sub- 
stances. 

At Washington, Doctor Gogerty did re- 
search on the tranquilizing agents and the 
mechanism through which lysergic acid 
diethylamide produces its psychosis-like ef- 
fects. 

Doctor Blalock also is assistant director 
of health service for the Medical Center. 
She received her B.A. from Newcomb Col- 
lege, New Orleans; her M.D. from Emory 
University School of Medicine in 1956. She 
interned at University Hospital and finished 
a residency in internal medicine here July 1. 
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FELTON 


BLALOCK 


Doctor Felton came to Oklahoma City 
from Phoenixville, Pa., where he was chief, 
general surgical service, and acting chief, 
thoracic surgical service, at Valley Forge 
General Hospital (U.S. Army) from 1956-58. 

He was graduated from Washington Uni- 
versity School of Medicine in 1949, subse- 
quently interning in surgery, gynecology 
and obstetrics at Grace-New Haven Com- 
munity Hospital and Yale University Medi- 
cal School, New Haven, Connecticut. 

At Yale, he was assistant resident in sur- 
gery, research associate in thoracic surgery 
and chief resident in cardiovascular, thor- 
acic and general surgery. 


Imogene Patrick Appointed 


Imogene Patrick 
(Mrs. J. Nelson Tay- 
lor) has been appoint- 
ed Director of Public 
Relations for the Med- 
ical Center. Miss Pat- 
rick graduated from 
the University of 
Arkansas with a B.A. 
degree in Journalism. 
She then served for two years as a reporter 
for the Tulsa World. For the past twelve 
years she has worked as a special writer for 
the Daily Oklahoman, much of her time be- 
ing occupied with medical subjects. 
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We are not born as the partridge in 
the wood, to be scattered everywhere; 
but we are to be grouped together, and 
breoded by love, and reared day by day 
in that first of churches: the family. 


—Henry Ward Beecher 


aL 


A MERRY CHRISTMAS 


from 


The Mohler Family 
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IN DEBILITATING DISEASE 
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Patients receiving 


NILEVAR 


Eat more... 
Feel better... 
Recover faster 












Compared to control patients, those receiving Nilevar 
(brand of norethandrolone) have repeatedly demon- 
strated more rapid and more complete recovery from 
serious acute illness and increased comfort and well- 
being in chronic illness. 

A multitude of case histories are now adding indi- 
vidual clinical color to the earlier controlled investiga- 
tions which defined the actions of Nilevar as an effec- 
tive aid in reversing negative nitrogen balance and in 
building protein tissue. 

In typical case reports such gratifying comments as 
these appear: 

Underweight —“Appetite considerably increased 
within one week. Sense of well-being and vigor in- 
creased along with increased appetite.” 

Prematurity (Birth weight: 2 pounds, 4 ounces) — 
“Gradual improvement in appetite and capacity for 
formula. . . . Excellent progress and weight gain for a 
very immature infant.” 


Carcinoma of the Uterus —“Within four days appe- 
tite became excellent, took full diet. . .. More ambition 
while on Nilevar. Enjoys life. Takes part in church and 
other social affairs.” 

Third Degree Burn —“. . . soon began eating all that 
was Offered. . . . Began to show signs of hope for re- 
covery. ... Perhaps one of the greatest changes was in 
the appearance of his wounds which were so very 
much improved.” 

The dosage for adults is 20 to 30 mg. daily in single 
courses no longer than three months. For children the 
daily dosage is 0.5 mg. per kilogram of body weight, 
in single courses no longer than three months 

Nilevar is supplied in tablets of 10 mg. and ampuls 
of 25 mg. (1 cc.). 


G. D. Searle & Co., Chicago 80, Illinois. Research 
in the Service of Medicine. 
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Medicare Costs Mount; 
$9.2 Million Per Month 


The medicare program is increasing in 
cost, according to Brig. Gen. Floyd L. Wer- 
geland, head of the Office for Dependents 
Medical Care. For October, costs rose to 
$9.2 million, the highest since the operation 
began nearly two years ago. It was also the 
first month of restricted benefits, although 
the October total includes payments for 
services rendered some time back. If the 
present rate of costs continues, it would ap- 
pear obvious that the $72 million voted by 
the last Congress for the civilian phase of 
the program will be used some months be- 
fore the end of the fiscal year. For instance, 
were the October rate to continue for the 
rest of the fiscal year, the total would 
amount to around $106 million. Defense 
Department could ask the next Congress for 
a deficiency appropriation. 


Gen. Wergeland, commenting on the limi- 
tations that went into effect in October, 
said: “Obviously it will take some time be- 
fore the kinks are ironed out of the revised 
procedures and program. We hope that 
what we have done will achieve the ends 
we had in mind, but we do not know how it 
will work out in practice. Only time will 
tell.” 


National Foundation to 
Offer Health Scholarships 


The National Foundation, as a first step 
in its expanded program of medical scien- 
tific research, patient aid and professional 
education is undertaking a long range pro- 
gram to add to the qualified people avail- 
able for research and patient care. National 
Foundation Health Scholarships will be pro- 
vided in five fields: medicine, nursing, phys- 
ical therapy, occupational therapy and med- 
ical social work. 

These scholarships cover four years of 
college or university education in each field 


and are designed to encourage a younger 
age group to select a career in one of the 
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professions at a time when they are look- 
ing to their future, full of idealism and the 
desire to be of service. A minimum of 505 
Health Scholarships will be offered each 
year, the first before the end of the 1959 
school year. They will be awarded on a 
geographic basis, with heavily populated 
areas receiving as many as twenty-five, or 
five from each of the five professions, and 
no state receiving less than five scholar- 
ships. 


Over the next ten years, this program 
will cost at least $12,000,000. Each awardee 
will receive $500 a year for four years, pro- 
viding that scholastic standards are main- 
tained. 


Awards, taking financial need and schol- 
astic achievement into consideration, will 
be made by state and territorial committees 
composed of members of the five health pro- 
fessions. The Oklahoma State Medical As- 
sociation has been asked to supply a phy- 
sician to serve on the state committee. 


International College of Surgeons 
To Meet in Miami Beach 


Nearly 100 surgeons from 19 states and 
three foreign countries, including instructors 
from 18 medical schools, will present the 
scientific program at the Southeastern Re- 
gional Meeting of the United States Section, 
International College of Surgeons, in Miami 
Beach, Fla., January 4-7. Sessions will be 
held in the American Hotel. 


The first day, Sunday, will be devoted to 
registration and to a cinema program under 
the direction of Doctors Philip Thorek and 
Jerome J. Moses, Chicago. Starting Monday, 
12 surgical specialties will hold breakfast 
discussions, with a question and answer pe- 
riod for an hour. These will be followed by 
a general surgery program carrying through 
until about 1 o’clock, with a break for view- 
ing scientific exhibits. Specialty group meet- 
ings will be held Monday and Tuesday after- 
noons. 
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Smith, Kline & French, Philadelphia, will 
televise operations in color in the mornings 
from St. Francis Hospital, Miami Beach, to 
the Americana Hotel. 


A special feature will be a panel for gen- 
eral practitioners on Tuesday morning. This 
has been accorded Category I credit by the 
American Academy of General Practice. 
The panel will deal with the management of 
surgical emergencies, with Dr. Ross T. Mc- 
Intire, Chicago, executive director of the 
International College of Surgeons as mod- 
erator. 


Other participants in the panel will be: 
Doctors George F. Lull, Edward L. Com- 
pere and Philip Thorek, Chicago; Charles 
P. Bailey, Philadelphia; Winchell McK. 
Craig and Gershom J. Thompson, Rochester, 
Minn.; Arthur Neal Owens, New Orleans, 
and Jack H. Beckwith, D.D.S., Miami. 


Doctor Louis M. Orr of Orlando, Fla., 
president-elect of the American Medical As- 
sociation, will be the banquet speaker on 
Tuesday evening. A floor show with name 
stars will be presented. 


Orange Bowl Tickets Available 


The first 200 advance registrants will 
have a choice of 200 tickets, at regular 
prices, for the 25th anniversary celebration 
of the Orange Bowl Festival. These com- 
prise the Orange Bow] game on New Year’s 
Day and the King Orange Parade, New 
Year’s Eve. 


There will be a $10 registration fee for 
members of the International College of 
Surgeons and $5 for members of the Ameri- 
can Academy of General Practice. Speak- 
ers, guests, interns, residents, nurses and 
others will be admitted free. 


There also will be a surgical nurse pro- 
gram and a Woman’s Auxiliary program. 


Further information may be had from 
Doctor Harold O. Hallstrand, general chair- 
man, 7210 Red Read, South Miami, Fla., or 
Doctor Ross T. McIntire, executive director, 
International College of Surgeons, 1516 
Lake Shore Drive, Chicago 10. 
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Four Men Appointed 
To AMA Field Division 


Mr. Aubrey D. Gates, Director of the 
newly-established Division of Field Service 
of the AMA, recently announced the ap- 
pointment of four staff members. They are: 
Glenn W. Gillette, formerly Associate Di- 
rector of Public Relations, California Medi- 
cal Association; Rueben M. Dalbec, former- 
ly Executive Assistant, Kansas Medical So- 
ciety; Charles Johnson, formerly Director 
of Public Relations, Arkansas Blue Cross- 
Blue Shield; and, Richard Nelson, formerly 
staff member, American Farm Bureau Fed- 
eration. 


The formation of the new division, which 
will provide a personal-contact liaison be- 
tween state medical societies and the Board 
of Trustees of the AMA, resulted from the 
overall reorganization of the AMA and the 
consolidation of many of the departments, 
councils and bureaus into a more orderly 
system of eight Divisions. Before being 
chosen to head the Field Service Division, 
Mr. Gates was serving the AMA in the ca- 
pacity of Field Director of the Council on 
Rural Health. 


Mr. Gates revealed that Mr. Gillette has 
been tentatively assigned to serve Oklahoma 
and said that the new liaison man would be 
visiting the state in the near future. 


New Orleans Graduate Medical 
Assembly to Meet in March 


The 22nd Annual Meeting of the New 
Orleans Graduate Medical Assembly will be 
held March 2, 3, 4, 5, 1959, with headquart- 
ers in the Roosevelt Hotel in New Orleans. 
The program will feature 18 prominent 
guest speakers from all over the United 
States. 


Following the meeting, the 15th Annual 
Clinical Tour will leave on March 6 for 
Mexico City, Cuernavaca, Xochimilco, Taxco, 
Acapulco and San Jose Purua, returning to 
New Orleans on March 21. 


Further information is available by writ- 
ing to Maurice E. St. Martin, M.D., 1430 
Tulane Avenue, New. Orleans 12, Louisiana. 
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Wanted: Old Photos of Physicians 
Driving Ancient Cars 


The Illinois State Medical Society is pre- 
paring an exhibit centered around an /lili- 
nois Medical Journal article which told of 
the role of physicians in the development of 
the automobile in the United States at the 
turn of the century. 


To help illustrate this exhibit, the Society 
will appreciate the loan of old photographs 
showing physicians at the wheels of cars of 
1900-1910 vintage. Scenes showing diffi- 
culties on the road, or poor highway condi- 
tions, are especially desired. Enlargements 
will be made of these photographs and the 
originals returned undamaged. 


Photographs should be accompanied by 
a memo giving the name and town of the 
physician, whether living or deceased, and 
the make and year of the automobile. They 
should be sent to Mr. John A. Mirt, Illinois 
State Medical Society, 185 North Wabash 
Avenue, Chicago 1. 


Campaign for Polio 
Shots to Resume 


The Public Health Service has decided to 
resume the public educational program 
aimed at getting more people inoculated 
with the Salk poliomyelitis vaccine. The 
reason is that the drive of last winter and 
spring has fallen short of expectations. In 
the words of Secretary Flemming, “ . 
we have not made nearly the progress we 
could and should have made during the year 
—a year in which for the first time there 
was no shortage of vaccine at any time in 
any area.” 


Upshot is that Advertising Council will 
again carry out a promotion campaign, with 
the cooperation of the American Medical 
Association, the National Foundation, state 
and local health departments and private 
groups. 


Surgeon General Burney of Public Health 
Service made a report on the 1958 polio 
season with these highlights: 


Of the population under age 40, about 
53% has not had the basic three injections, 
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and over a third has had no vaccine at all. 
There were 1,815 cases of paralytic polio 
during the first nine months of the year, 
258 more than in the same period in 1957. 


Cited as a disturbing factor was that in 
six states (Michigan, New Jersey, Virginia, 
Texas, West Virginia and California) the 
majority of paralytic cases, 416 out of 781, 
were among children under five. Of these 
416, four out of five had had no vaccine. 


There is mounting evidence that incidence 
of polio is increasing in lower socio-economic 
groups. Mr. Flemming blames this on apa- 
thy, not any “insurmountable financial ob- 
stacles.”” He pointed out funds were avail- 
able from a number of sources and that the 
AMA has encouraged state and local so- 
cieties to organize community clinics and 
provide vaccinations at minimal cost. 


The increase in the number of paralytic 
cases is no reflection on the efficacy of the 
vaccine. During the 314 years of use, ef- 
fectiveness rate has held between 60 and 
90°. Nor is there any evidence that prop- 
erly vaccinated persons are losing their im- 
munity. 


Both Mr. Flemming and Doctor Burney 
expressed doubts over the need for any com- 
pulsory program of vaccinations for polio. 


Fundamental Cancer Research 
Symposium to Meet in Texas 


Four phases of Genetics and Cancer will 
be discussed at the Thirteenth Annual Sym- 
posium on Fundamental Cancer Research 
to be held February 26, 27 and 28, 1959 at 
the University of Texas M.D. Anderson Hos- 
pital and Tumor Institute, Houston, Texas. 


Opening session of the meeting will be 
devoted to Fundamental Aspects of Genetics 
in Carcinogenesis. On the second day of the 
symposium, the topics will include Gene In- 
teraction in Neoplastic Growth and Genetic 
Basis of Cell Resistance. On the final day, 
Heredity and Human Cancer will be dis- 
cussed. 


Further information regarding the Sym- 
posium may be obtained by writing to The 
University of Texas M.D. Anderson Hos- 
pital and Tumor Institute, Houston, Texas. 
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Federal Health Spending 
Up For Fiscal 1958-59 


Federal activity in the health field has 
reached a massive scale, as reported in a 
special report from the AMA’s Washington 
office. This year, 1958-59 fiscal period, the 
government is spending 62.6% more than 
it did five years ago, 13.5% more than last 
year. 


Programs in twenty-two separate agen- 
cies and departments of government range 
from cancer research to federal employees 
clinics. The total cost is $2.8 billion, or 
$344.7 million more than last year. At the 
present time, health agencies and the Bureau 
of the Budget are working on requests to be 
presented to Congress in January. It is an- 
ticipated that these measures will result in 
setting another new high in government 
spending. 


The AMA report covers the current fiscal 
year which ends next June 30. For the past 
six years, the Washington Office has pre- 
pared this budget report and charted the ex- 
panding course of federal medical activity. 


While nearly 38 million people are eligible 
to receive all or part of their medical care 
from or through the Federal Government, 
medical care represents only a part of the 
total spent by the U.S. in medical fields. 
Many millions go for research, drug con- 
trol, personnel training and other efforts 
not directly related to medical care. 


Highschool Essay Contest 
Sponsored by A.A.P.S. 


A national highschool essay contest has 
been announced by the American Associa- 
tion of Physicians and Surgeons. The con- 
test represents the thirteenth in a series of 
annual promotions designed to stimulate 
understanding and appreciation of Ameri- 
ca’s systems of private medical care and 
free enterprise. 


All students of public, parochial and pri- 
vate highschools are eligible to participate. 
Contestants will have their choice between 
two topics: “The Advantages of Private 
Medical Care” and “The Advantages of the 
American Free Enterprise System.” 
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Fourteen national cash prizes will be 
awarded to the top essayists. Prizes will 
range from $1,000 to $75. County societies 
wishing to sponsor the contest locally should 
select the best three papers submitted and 
forward them to the state association for 
further judging. Three papers from the 
state will be entered in the national contest. 


Essays must be limited to 1,500 words and 
should be written on one side of 8! x 11 
paper, double spaced, if typewritten. Each 
student must type his name, address, tele- 
phone number, school and grade on either 
the cover or first page of his essay. 


Winning papers from county societies 
should reach the OSMA executive office 
prior to March 15, 1959. State winners will 
be entered in the national contest before 
April 1, 1959. 


Examinations Scheduled by 
American Board of OB and Gyn 


The next scheduled examinations (Part 
II), oral and clinical for all candidates will 
be conducted at the Edgewater Beach Hotel, 
Chicago, Illinois, by the entire Board from 
May 8 through May 19, 1959. Formal notice 
of the exact time of each candidate’s exami- 
nation will be sent him in advance of the 
examination dates. 


Candidates who participated in the Part 
I examinations will be notified of their 
eligibility for the Part II examinations as 
soon as possible. 


Current Bulletins of the American Board 
of Obstetrics and Gynocology, outlining the 
requirements for application, may be ob- 
tained by writing to the Secretary, Robert 
L. Faulkner, M.D., 2105 Adelbert Road, 
Cleveland 6, Ohio. 





ANNUAL MEETING 
April 20, 21, 22, 1959 


Mayo Hotel 
Tulsa, Oklahoma 
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‘ow O LTATION 


MEDICO-LEGAL BRIEFS 
Prepared by the Law Department of the 
American Medical Association 


BELLI CHANGES HIS VIEWS ON 
MEDICAL PROFESSIONAL LIABILITY 
—In the 1958 Supplement to his book en- 
titled ““Modern Trials” Melvin M Belli, San 
Francisco attorney, makes the following 
comment on medical professional liability. 
Since it represents such a drastic change 
from his previously expressed views on the 
subject we felt it was worth repeating: 


“The one dark portend upon the horizon toward 
which modern tort law is trending is the medical 
malpractice case. I have written considerable 
on this problem, and recently in reviewing my 
writings, I do believe the doctor’s side needs tell- 
ing. In my own state of California, there are 
more and varied malpractice cases than in any 
other state in the United States—probably because 
we have more sunshine, nostrums, manipulations, 
fresh fruit, frozen fruit, nuts, avocados, airplanes 
and doctors than elsewhere. I shall try to tell the 
doctor’s side shortly. I shall propose first that 
we remove any stigma of ‘guilt’ in the malpractice 
suit and avoid the problem of doctor testimony 
for plaintiff by setting up lawyer-doctor commit- 
tees in each community. 


“I believe that lawyers can be encouraged to 
present their cases first to these committees in 
private. If the case is one of malpractice, settle- 
ment should be arranged. If it is not one of mal- 
practice then the committee should lend its pro- 
fessional endeavors both legal and medical to 
avoid the suit. These latter are the cases in which 
there is no proximate cause, i.e., an injection of 
vaccine into a child who comes down with a dis- 
ease that can be directly traceable to another 
source than the doctor’s hypodermic. 


“But there are a great number of malpractice 
cases, and it seems to enlarge every day as the 
lawyer learns more of medicine, in which the 
untoward result is not malpractice at all but the 
failure of nature to divulge all of her secrets ex- 
cept to succeeding generations: these are the cases 
of contaminated blood, the cases of staphyloccus 
infections in hospitals, the cases in which an un- 
expected and unwanted and untoward result ob- 
tains. 


“If the law in products liability is trending to- 
ward an absolute liability, placing the risk on a 
broader basis than the individual, through insur- 
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ance, then should this not be a clue to the solution 
of this third type of malpractice case that is with- 
out the fault of the doctor, but certainly without 
the fault of the patient. It can only be called the 
fault of Mother Nature if one must, as with the 
ancients never be satisfied until he finds whom to 
blame, whether person, tree, rock, lightning, storm 
or a God 


“Would it not be possible to establish community 
funds of insurance, paid for by patients by adding 
a certain percentage to each hospital and each 
doctor bill for the benefit of the unfortunate re- 
cipient of the ‘untoward result’ that is neither in 
the first class of outright malpractice, or in the 
third class of no proximate cause. The adminis- 
tration of this fund might be by a committee of 
lawyers, doctors and laymen.”’ 


Introduction, pp. vii and viii, 1958 Supplement 
Modern Trials by Melvin M. Belli, the Bobbs- 
Merrill Company, Inc., Indianapolis, Indiana 


ABORTION — An incompetent, through 
her mother and guardian ad litem, brought 
an action against the State of New York 
for damages for her pregnancy while at a 
state hospital, and for a subsequent abor- 
tion performed on her. The Court of Claims 
entered judgment for the incompetent for 
$5,000 for pregnancy, and for $10,000 for 
the abortion. The Court held that the evi- 
dence was sufficient to establish negligence 
on the part of the attendants responsible for 
her care and supervision at the time of the 
alleged assault on her by another inmate, 
and that evidence was insufficient to es- 
tablish that the abortion was justified. On 
appeal, the New York Supreme Court, Ap- 
pellate Division, 3rd Department, held that 
there was no evidence of negligent super- 
vision but that the incompetent was entitled 
to recover damages for the abortion per- 
formed without her consent. The Court of 
Appeals affirmed the decision of the Su- 
preme Court on February 28, 1958. 


McCandless v. State of New York, 173 

N.Y.S. 2d 30 (N. Y., Feb. 28, 1958) 

Further information on the preceding 
cases may be obtained from the Law Depart- 
ment, American Medical Association, 535 
North Dearborn Street, Chicago, Illinois. 
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Coming Mectings 


UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
POSTGRADUATE PROGRAM®* 
Oklahoma City, Oklahoma 


Individual Postgraduate Courses 


ADVANCE ELECTROCARDIOGRAPHY — March 
through 6 
(Prerequisite, Dr. Bayley’s Basic Electrocardio- 
graphy course.) 


OBSTETRICAL-GYNECOLOGICAL SYMPOSIUM— 
March 7 
Sponsored by the Oklahoma City Obstetrical and 
Gynecological Society. There will be two prominent 
guest lecturers. 


OPHTHALMOLOG Y-OTOLAR YNGOLOGY 
SYMPOSIUM—March 12 and 13 

Sponsored by Oklahoma City Society of Ophthal- 
mology and Otolaryngology. 
Guest Lecturers: 
Michael J. Hogan, M.D., Ophthalmologist, San Fran- 
cisco. 
Prominent Otolaryngologist to be announced. 


ORTHOPEDIC SYMPOSIUM—April 10 and 11 


Treatment of Athletic Injuries. 
Sponsored by the Regional Committee on Trauma 
of the American College of Surgeons. 


FIFTH ANNUAL COMBINED SURGERY, RADIOL- 
OGY, PATHOLOGY SYMPOSIUM—May 14 and 15 
Diagnosis and Treatment of Thyroid Diseases. 
Sponsored by the Oklahoma Association of Path- 
ologists, Oklahoma Association of Radiologists and 
Oklahoma Chapter of American College of Surgeons. 
Guest participants of national reputation in surgery, 
radiology and pathology will participate. 


OKLAHOMA ASSOCIATION OF HOUSE STAFF PHY- 
SICIANS—May 22 


Two guest lecturers and presentation of original 
papers by members of the various house staffs will 
highlight this program. Participating hospitals are: 
Hillcrest Medical Center, Tulsa, St. John’s, Tulsa; 
McBride, Mercy, St. Anthony, University, Veterans 
Administration, Wesley, Oklahoma City; Central 
State Hospital, Norman. 


SERIAL POSTGRADUATE COURSE 
Postgraduate Division 
UNIVERSITY OF OKLAHOMA MEDICAL CENTER 
Oklahoma City, Oklahoma 
1958-1959 


Jan. 14—Pediatrics—Diagnosis and Management of 
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Heart Disease in Infancy and Childhood. 


Feb. 11—Urology Symposium and C. B. Taylor Lec- 
tureship. (Guest Lecturer to be Announced.) 


Mar. 11—Medicine—Advances in the Diagnosis and 
Management of Common Allergic Disorders 


April 8—Anesthesiology—Anesthesia for the Part- 
Time Anesthetist. 


May 13 — Pediatrics — Antimicrobial Therapy and 
Treatment of Infectious Disease in Childhood 


June 10—Surgery—Herniae. 


Designed so physicians may attend four hours of 
formal instruction in the above fields while spending 
only one-half day from their office, this series is ap- 
proved for credit by the Oklahoma Academy of Gen- 
eral Practice. Time will be 3:30 to 8:30 p.m. on the 
Second Wednesday of each month, September through 
June. Registration is $3.00 per session or $25.00 for 
the entire series. 


*Further information may be obtained from the 
Office of Postgraduate Education, University of Okla- 
homa School of Medicine, 801 N.E. 13th Street, Okla- 
homa City, Oklahoma. 


ALPHA OMEGA ALPHA LECTURESHIP 
December 14, 1958 
8:00 p.m. 

University of Oklahoma School of Medicine Auditorium 

Guest speaker for the Alpha Omega Alpha Lecture- 
ship will be Owen H. Wangensteen, M.D. Additional 
information may be obtained by writing to Henry 
Mosley, President of the Oklahoma Chapter of A.O.A.., 
1108% Northeast 18th Street, Oklahoma City, Okla- 
homa. 


ANNUAL STATE MEETING 
OKLAHOMA AAGP 


February 2-3, 1959 
Oklahome City 


Biltmore Hotel 


The Annual State Meeting of the Oklahoma Chapter 
of the AAGP will be held February 2-3, 1959 in the 
Biltmore Hotel in Oklahoma City. A complete pro 
gram and detailed information are available by 
writing P. D. Casper, M.D., Program Chairman, 4405 
S.E. 28th Street, Oklahoma City. 








THE UNIVERSITY OF TEXAS 
POSTGRADUATE SCHOOL OF MEDICINE 


Practical Electrocardiography* 
December 15-19, 1958 Houston, Texas 
The University of Texas, Postgraduate School of 
Medicine announces a course in Practical Electro- 
cardiography to be held in Houston, December 15- 
19, 1958. The course will emphasize Spacial Vector- 
Electrocardiography. The J.J. and Una Truitt Lec- 
turer for this course will be Robert F. Grant, M.D., 
of the National Heart Institute. 


Anesthesiology * 
February 18, 19, 20, 1959 


The Fourth Annual Course in Anesthesiology to be 
offered by the University of Texas Postgraduate 
School of Medicine will be held February 18, 19, 20, 
1959 in Houston. The course is designed to review 
theory and practice of commonly used anesthetic 
techniques and will include discussions of some of the 
newer drugs. 


Houston, Texas 


*Address all inquiries to: The University of Texas 
Postgraduate School of Medicine, 410 Jesse Jones 
Library Building, Houston 25, Texas. 


THE UNIVERSITY OF TEXAS 
POSTGRADUATE SCHOOL OF MEDICINE 
Seventh Postgraduate Conference 
in Medicine and Surgery 


March 2, 3, 4, 7959 Temple, Texas 


The Temple Division of the University of Texas 
Postgraduate School of Medicine announces its Sev- 
enth Postgraduate Conference stressing Current Topics 
in Medicine and Surgery. The program, sponsored 
by Scott, Sherwood and Brindley Foundation, will be 
presented in Temple on March 2, 3, 4, 1959. 


F. J. L. Blasingame, M.D., Executive Vice-President 





of the American Medical Association, will be the 
guest speaker. 


Registration forms are available from the office of 
the Assistant Dean, University of Texas Postgraduate 
School of Medicine, Temple Division, Temple, Texas 


The New Orleans Graduate Medical Assembly 
March 2, 3, 4, 5, 1959, Roosevelt Hotel 
New Orleans, Louisiana 
The 22nd Annual Meeting of the New Orleans Gradu 
ate Medical Assembly will be held March 2, 3, 4, 5 
1959 at the Roosevelt Hotel in New Orleans. For 
information concerning the program and an itinerary 
of the clinical tour to Mexico which follows the New 
Orleans meeting, write to, Maurice E. St. Martin 
M.D., Secretary, New Orleans Graduate Medical As 
sembly, Fourteen Thirty Tulane Avenue, New Or- 

leans 12, Louisiana. 


7th ANNUAL CANCER SEMINAR 
January 22-24, 1958 Phoenix, Arizona 


The 7th Annual Cancer Seminar of the Arizona Di- 
vision of the American Cancer Society, will be held 
January 22-24, 1959 at the Paradise Inn, Phoenix, Ari- 
zona. Detailed information is available by writing to 
Seminar Committee Chairman, Edward H. Bregman, 
M.D., 543 East McDowell Road, Phoenix, Arizona. 


INTERNATIONAL MEDICAL ASSEMBLY 


of 
SOUTHWEST TEXAS 


January 26, 27, 28, 1959 


Gunter Hotel San Antonio, Texas 


The International Medical Assembly of Southwest 
Texas will hold its annual meeting January 26, 27, 28, 
1959 in San Antonio, Texas at the Gunter Hotel. Fur- 
ther information may be obtained by writing to Mr. 
S. E. Cockrell, Jr., Executive Secretary, 202 West 
French Place, San Antonio, Texas. 





Medical 


April 20, 21, 22, 1959 





Plan to Attend The 
53rd Annual Meeting 


of the 


Oklahoma 


Association 


Tulsa, Oklahoma 


State 


Mayo Hotel 
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rganiza fion ews 


New Health and Accident 
Insurance Program Available 


A broader, more flexible group Health 
and Accident insurance program is now 
available for members of the Oklahoma 
State Medical Association, it was announced 
recently by Ralph Smith, M.D., Chairman 
of the Insurance Committee. The new pro- 
gram will replace the existing disability 
program which offered a maximum of $200 
monthly benefits and will be written by the 
same insurance carrier, the North Ameri- 
can Accident Insurance Company. 


The Insurance Committee has been study- 
ing the inadequacy of the health and acci- 
dent program for some time. Policies of 
other state and national medical societies 
were reviewed and the best features of a 
number of different plans were incorporat- 
ed into specifications for a revised Okla- 
homa program. The specifications were 
then submitted to several insurance com- 
panies for competitive bidding, with North 
American emerging as the company of 
choice. According to Doctor Smith, “The 
new program will offer Oklahoma physicians 
health and accident coverage which is real- 
istic in the light of present-day needs and 
we sincerely feel that the broad benefits and 
options offered in this plan make it the most 
outstanding group contract in the country.” 


Plan in Brief 


Under the new program, six different 
combinations of waiting periods and years 
of coverage will be offered. A physician 
will have his choice of three waiting periods 
before receiving his benefits, and an option 
will also be offered of either three or five 
years sickness benefits. Liftetime benefits 
will be payable in all cases of accident dis- 
ability. 


Within each of the six combinations men- 
tioned above, the majority of physicians will 
be able to select their monthly indemnity. 
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Monthly accident and sickness indemnities 
of $200, $300, $400, $500, and $600 are 
provided in the master contract. 


All members of the Association under age 
70 will be eligible to participate. Members 
in the age groups 60-65 and 65-70 will be 
able to apply for $300 per month and $200 
per month, respectively. Members under 
age 60 will be eligible for their choice of 
$200 to $600 per month coverage. 


All members up to the age limit of 70 
will be able to obtain at least $200 per month 
coverage without evidence of insurability 
provided they enroll within the Charter En- 
rollment Period which began December 15 
and will end on April 15, 1959. The com- 
pany may require evidence of insurability 
in the case of impaired risks who apply for 
monthly benefits above the $200 limit. 


Changeover 


The liberal benefits of the new contract 
make it necessary to discontinue the old 
program of $200 maximum monthly bene- 
fits. No physicians will have their insur- 
ance cancelled as a result of the changeover, 
however, since all members will be able to 
transfer to the new program and receive at 
least equal cash benefits without evidence 
of insurability. Members presently covered 
under the old program may either change 
during the Charter Enrollment Period (and 
receive a refund of any unearned premium 
from the old contract) or wait until the next 
renewal premium due date. 


Further Information 


Members of the Oklahoma State Medical 
Association will receive more detailed infor- 
mation through the mail. It is also planned 
for representatives of the North American 
Accident Insurance Company to personally 
call on County Medical Societies and indi- 
vidual physicians. 
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Everett S. Lain, M.D., cited by School of Medicine Alumni as ‘‘Professor Emeritus of the year,’’ and Mrs 
Lain at the speaker’s table at the Alumni Association’s annual banquet. Plaques also were presented two pro- 
fessors emeritus honored in past years, Joseph T. Martin, M.D., left, Oklahoma City, and J. M. Thuringer, M.D., 


Fayetteville, Ark 


Everett S. Lain Honored 


“Professor Emeritus of the Year” honors 
went to Everett S. Lain, M.D., Oklahoma 
City dermatologist, at the annual member- 
ship meeting and banquet of the Alumni As- 
sociation of the University of Oklahoma 
School of Medicine. 


Some 260 persons, one of the largest 
alumni gatherings, attended the program 
October 26 in the Persian room, Skirvin 
Tower Hotel. They installed Carl] H. Bailey, 
M.D., Stroud, as president, and named John 
R. Taylor, M.D., Kingfisher, president-elect. 


Doctor Lain became the fifth professor 
emeritus to be cited by the Alumni. He 
reached professor emeritus status in 1942, 
having served on the faculty since the found- 
ing of the school. The physician retired 
from the private practice of medicine in 
1954. He had pioneered in the use of x-ray 
and radium in the state. 


His awards include the American Medical 
Association certificate of honor for research 
in diseases of the mouth, presented in 1933. 
He is a former member of the American 
Cancer Society board of directors and helped 
organize the society’s Oklahoma division. 


744 











Doctor Lain received his M.D. degree from 
Vanderbilt University. 


He was introduced at the banquet by L. 
Chester McHenry, M.D., Oklahoma City. 
The alumni this year initiated a program of 
giving plaques to the emeritus honoree. 


Plaques were also awarded professors 
emeritus honored in past years. On hand 
to receive the award were Joseph T. Martin, 
M.D., Oklahoma City, the 1954 honoree, and 
J. M. Thuringer, M.D., Fayetteville, Ark., 
the 1956 award winner. Wann Langston, 
M.D., Oklahoma City, the 1957 honoree, was 
out of the city. 


Special tables were reserved for five-year 
reunion classes, beginning with the class 
of 1913. 


A. B. Smith, M.D., Stillwater, outgoing 
president, turned over the gavel to Doctor 
Bailey. Other new officers are: W. F. Lew- 
is, M.D., Lawton, vice-president; Samuel T. 
Moore, M.D., Oklahoma City, secretary; and 
Douglas E. Wilson, M.D., Lawton, treasurer. 


Association members also voted to expand 
their board of trustees from 12 to 37 mem- 
bers. 
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February Meeting Scheduled 
by Oklahoma AAGP 


Fields of medicine and surgery which 
have not been covered in recent meetings 
will provide topics for the guest speakers 
for the Annual State Meeting of the Okla- 
homa Chapter of the AAGP. Dates of the 
meeting have been set for February 2-3, 
1959 in the Biltmore Hotel, Oklahoma City. 

The Scientific Committee for the annual 
state meeting has secured an outstanding 
group of guest speakers. More detailed 
information may be obtained by writing to 
Program Chairman, P. D. Casper, M.D., 
4405 S.E. 28th Street, Oklahoma City. 

Special entertainment which has been 
planned for the ladies includes a brunch at 
the Faculty Club, 601 North East 14th 
Street, at 11:00 a.m. on February 2. Spe- 
cial entertainment has been planned and 
door prizes will be awarded. General Chair- 
man for the event will be Mrs. P. D. Casper. 


Muskogee Medical Center 
Under Construction 


Construction has been started on a new 
Professional Office Building in Muskogee, 
Oklahoma. This building is being construct- 
ed for a corporation, made up of several 
Muskogee doctors. They are, Eugene M. 
Henry, M.D., Port Johnson, M.D., George 
L. Kaiser, M.D., Albert H. Krause, M.D., 
Shade D. Neely, M.D., Bartis M. Kent, M.D., 
C. L. Oglesbee, M.D., and John R. Rafter, 
M.D. 

The building will contain eight office 
suites for doctors, and is designed in such 
a way that additions can be easily made. 
It will also house a branch of the C. J. Pierce 
Pharmacy of Muskogee, and a branch of 
the Snyder Artifical Limb and Brace Com- 
pany of Tulsa. 

The building, which will be contructed of 
brick and stone, is located on a large plot 
of ground immediately across 36th street 
from the new Muskogee General Hospital, 
which will open in February, 1959, with 
a bed capacity of about one hundred fifty 
beds. It is expected that the new office 
building will be ready for occupancy in May, 
1959. It will be known as The Muskogee 
Medical Center. 
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Doctor First to 
Head Flying Physicians 


F. R. First, M.D., Checotah, Vice-Presi- 
dent of the OSMA, was recently elected 
President of the newly-formed Oklahoma 
Chapter of the Flying Physicians Associa- 
tion. His election took place at Western Hills 
Lodge, Sequoyah State Park, following a 
fly-in dedication of the new Western Hills 
landing strip. 


The Association, with chapters in forty 
states, has grown from a membership of 
375 to 1200 in the past year. Oklahoma’s 
chapter will hold its first annual meeting 
at Western Hills in September, 1959, at 
which time it will simultaneously host the 
national group’s annual clinical meeting. 
The FPA’s annual clinical meetings consider 
problems of aviation medicine. 


Membership Requirements 


Members are required to have a private 
pilot’s license and be members of the AMA. 
They do not have to own a plane. To main- 
tain membership they must qualify with ten 
minutes of instrument flying and demon- 
strate ability to do a 180 degree turn under 
instrument conditions. 


Unique CD Role 


The Association will play a unique role in 
the event of a Civil Defense emergency or 
comparable disaster, according to Doctor 
First. “One of the Association’s basic ob- 
jectives is to cooperate with civilian agen- 
cies engaged in the defense of our country,” 
he explained. 


As outlined by Doctor First, the national 
defense program being developed by the 
Flying Physicians would make 1,500 private 
planes, each with a physician pilot, avail- 
able for emergency medical care work. The 
program further provides that each phy- 
sician be prepared to take nurses and med- 
ical supplies with him on short notice. 


Physicians interested in joining the Fly- 
ing Physicians Association should write to 
Mark DeGroff, Executive Secretary, Box 
3275, Tulsa, Oklahoma. 
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E. N. Fair Honored For Fifty 
Year Service; Medical 
Scholarship Announced 





E. N. Fair, M.D., is pictured, left above, receiving 
a 50-year pin from A. T. Baker, M.D. 


The Oklahoma State Medical Association, 
the Haskell-LeFlore County Medical Society 
and the Heavener Lions Club honored E. N. 
Fair, M.D., on November 9 with the presen- 
tation of a Fifty Year Pin and a commun- 
ity tribute to the physician’s half-century in 
the practice of medicine. An unexpected 
surprise was in store for nearly everyone 
when Doctor Fair’s son, Edwin Fair, M.D., 
Ponca City, used the appropriate occasion 
to announce the establishment of the Ellis 
N. and Anna M. Fair Medical Student Loan 
Fund. 

The elder Doctor Fair received his M.D. 
degree from the University of Louisville in 
1908 and practiced in his native Scott 
County, Arkansas before going to the Heav- 
ener area in 1910. As the latest member of 
the OSMA’s Fifty Year Club, he was pre- 
sented a gold lapel pin by A. T. Baker, M.D., 
Durant, President-Elect of the State Asso- 
ciation. 

Several hundred well-wishers turned out 
to give testimonial evidence of the gratitude 
felt toward the physician. Among the group 
were several out-of-town physicians includ- 
ing two physician friends from Arkansas. 

The honoree responded to the words of 
R. L. Winters, M.D., President of the county 
medical society and Doctor Baker by point- 
ing out that the great number of people pres- 
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ent to pay tribute to him were there because 
he was “their friend.” “None of you are 
here because I possess superior medica] 
skill,” Doctor Fair said. “You’re here be- 
cause I have always given you my hand.” 
Throughout his response, the elderly phy- 
sician stressed the human relations side of 
the practice of medicine. 


Unique Scholarship 

In announcing the medical education schol- 
arship established in the name of his mother 
and father, Doctor Edwin Fair explained 
that a personal loan made by him and his 
father to a young friend eight years ago 
was the beginning of a unique idea which 
promises to help generations of students at 
the University of Oklahoma School of Medi- 
cine. 

The original borrower, Jodie Edge, M.D., 
Shawnee, brought his financial problem to 
the Fairs after having been accepted as an 
O.U. student. They agreed to pay for his 
education with the provisions that repay- 
ment would begin two years after gradua- 
tion, that an acceptable rate of interest 
would be paid, and that a life insurance pol- 
icy would be purchased making the Doctors 
Fair beneficiaries for the amount of the loan. 

Doctor Edwin Fair and his wife later de- 
cided that the loan project was worthwhile 
enough to be set up on a continuing basis, 
particularly since Doctor Edge had told 
them he would never consider the debt re- 
paid until he had financially sponsored an- 
other medica! student. Because of his in- 
tention to sponsor another student, interest 
payments have been waived for Doctor Edge. 

Now established on a formal basis, the 
loans shall be made to worthy students as 
selected by a committee consisting of Doctor 
Edwin Fair, Doctor Edge and A. N. Taylor, 
Ph.D., Dean of Student Affairs at O.U. 
Doctor Taylor will receive applications for 
the committee’s consideration and future 
recipients will have the option of either pay- 
ing interest on the money or pledging simi- 
lar help to another needy student. 

Other members of the Fair family have 
become interested in the project and will 
make contributions to the loan fund. Under 
the provisions of the loan fund, contributions 
may be accepted from other interested 
people. 
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Christmas Gift Suggestions 
Auxiliary Loan Fund 


Gifts through the years to one of our 
foremost projects, the Auxiliary Loan Fund, 
have made it a valuable adjunct to our re- 
cruitment program. A student nurse who 
has been accepted by an accredited school of 
nursing and is therefore vouched for by the 
director of the school is eligible to apply to 
the Auxiliary Loan Fund. 


Mrs. M. L. Henry, McAlester chairman, 
and Mrs. Lewis C. Taylor, Oklahoma City, 
secretary, work with a committee of the 
five immediate past presidents to plan the 
rules governing the Nurse Loan Fund which 
has helped many worthy students in the 
years past. 


A notable gift from a county medical so- 
ciety was the Semi-centennial gift last year 
of the Pottawatomie County Medical Society 
honoring the Founders of the Woman’s Aux- 
iliary—the first in the United States—at 
Shawnee, Indian Territory. 


American Medical Education Foundation 


Again this year as in previous years, mem- 
bers of the Woman’s Auxiliary have in- 
creased their gifts to America’s medical 
schools through the American Medical Edu- 
cation Foundation. Great ingenuity and 
hard work by Auxiliary members were di- 
rectly responsible for this marked progress. 
Particularly successful were the use of Sym- 
pathy Cards and In Appreciation Cards 
which were used when the contributor 
wished to make a gift to the AMEF in 
honor of some individual. In addition to the 
members who send separate gifts, nearly 
every county auxiliary made gifts from their 
treasuries to the Foundation. 


The American Medical Education Foun- 
dation was established in 1951 by the AMA 
and is dedicated to the private support of 
medical education in this country. The Aux- 
iliary has contributed to it since 1952. The 


December, 1958—Volume 51, Number 12 


privilege of naming which medical school 
will be the recipient of the gift has encour- 
aged many individual member gifts. 


Today's Health 


As the holiday season approaches we are 
reminded that the Today’s Health magazine 
is an excellent gift for friends, relatives, 
teachers, school and church libraries. Each 
auxiliary member has a responsibility to 
see that it is placed in her husband’s office. 
The recent project for “Increased Reception 
Room Readership” produced a large number 
of new subscriptions. Give Today’s Health 
gift subscriptions as a means for promoting 
the Auxiliary’s 1958-59 theme, “Safeguard 
Today’s Health for Tomorrow.” The per- 
son who feels well has little concern about 
his health until it is threatened. Good health 
is of paramount interest only when you are 
ill, fear illness, or are vitally concerned about 
someone who is ill. 


Subscriptions may also be prizes for 4-H 
club winners, at Science Fairs, or for other 
contests. Members-at-large can do great 
service through gift subscriptions, particu- 
larly in rural areas. 


Paramedical Careers Recruitment 


The nurse recruitment program of the 
medical auxiliary has been enlarged in scope 
and given a new name, Recruitment for 
Paramedical Careers. More than 150 health 
professions and occupations are now recog- 
nized. The shortages of nurses started the 
original recruitment program. The need for 
graduates in some paramedical fields is even 
more acute. High school students, their par- 
ents, or vocational counselors may not know 
about the career opportunities in these areas. 
The same kind of effort by the medical aux- 
iliary that has helped in nurse recruitment 
can be applied to these newer and less- 
known careers. 


As the wife of a physician each auxiliary 
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member should do whatever she can to help 
solve the shortage problem in allied medical 
fields. Much can be done on an individual 
basis, by keeping ourselves well informed, 
by enlisting the interest and help of our hus- 
bands and by providing their offices and 
waiting rooms with material on the oppor- 
tunities and job requirements in the health 
careers. 


Recruitment activities are closely related 
to many auxiliary projects. You do not have 
to be a member of the recruitment commit- 
tee in order to be active in this work. The 
newly named “Community Service” com- 
mittee encompasses the recruitment pro- 
gram. The Mental Health committee in its 
program makes a plea for more trained per- 
sonnel and urges the giving of adequate 
graduate scholarships to help encourage 
more qualified workers in that field. 


The task of bringing to young people a 
knowledge of the needs and opportunities in 
the paramedical field is a challenging one. 
The true goal of the recruitment program is 
guidance, so that high school students may 
choose more intelligently the careers suited 
to their talents and enjoy a life of reward- 
ing service. Future Nurses clubs and Med- 
ical Career clubs are sponsored by the med- 
ical auxiliary and the League of Nursing 
in more than forty high schools in Okla- 
homa. The chief aim of these groups is to 
obtain authentic information regarding the 
various fields of medicine and health careers 
in order that the wisest career choice may 
be made by each individual student. 


SAMA Auxiliary Organized In Tulsa 


Mrs. Robert Simon, President of the 
Woman’s Auxiliary to the Student American 
Medical Association, recently visited Tulsa 
where she assisted in the organization of 
the Tulsa SAMA Auxiliary. The wives of 
interns and resident doctors of St. John’s 
and Hillcrest hospitals were invited. 

The organizational meeting was held in 
the home of Mrs. Iron H. Nelson, State Aux- 
iliary president. Mrs. Logan Spann, Tulsa 
county auxiliary president, and Mrs. John 
Perry, sponsor, assisted in entertaining the 
new student auxiliary. 
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Have You , =. Rie 


DocToR MARK L. EVERETT, dean and di- 
rector of the University of Oklahoma Med- 
ical Center, spent six weeks in Europe this 
fall on a combination vacation and medical 
education journey. 


He and Mrs. Everett toured Portugal, 
Italy, Austria, Switzerland, France and 
England. 


In connection with activities of the Edu- 
cational Council for Foreign Medical Gradu- 
ates, Dr. Everett visited the Medical School 
at Innsbruck, the University of Paris, Uni- 
versity of Florence, University of Rome and 
St. George’s Medical College in London. 


CLINTON GALLAHER, M.D., Shawnee, an- 
nounced that Tom Lamar Johnson, M.D., 
became associated with him in the practice 
of ophthalmology in November. Doctor John- 
son is a graduate of Southwestern Medical 
School, Dallas, and is Board eligible. 


ROBERT H. AKIN, M.D., Oklahoma City 
Urologist, recently appeared on the program 
of the National Assembly of Surgeons of 
Mexico as one of four guest speakers from 
the U.S. 


CHET ByNuM, M.D., 1957 O.U. graduate, 
has joined the Bynum Clinic in Pryor where 
he will be in association with his brother, 
William R. Bynum, M.D. 


PAUL E. CraiG, M.D., Tulsa, is the au- 
thor of a new book for the laity, entitled 
“Know Your Doctor.” The book was pub- 
lished in October by the Exposition Press 
of New York. 


EDWARD L. GREENBERGER, M.D., and MRs. 
GREENBERGER have been in Lima, Peru, 
where Doctor Greenberger attended the 
Sixth Inter-American Congress of Radiol- 


ogy. 
J. H. FoERTSCH, M.D., Chickasha physi- 
cian, was recently certified by the American 


Board of Internal Medicine. 
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Articles published in The Journal of the 
Oklahoma State Medical Association De- 
cember, 1933. 


The Physician's Increasing Interest in Mental Hygiene 


Henry H. Turner, M.D., F.A.C.P. 
Assistant Professor of Medicine 
University of Oklahoma School of Medicine 
Oklahoma City 


I am convinced that the physician is more interest- 
ed in mental hygiene than ever before; that he is 
rapidly learning how to treat the neurotics; that he 
has quit giving them ‘‘shot-gun’’ prescriptions, there- 
by increasing their invalidism. He has quit laying 
every nervous ailment to the sexual organs. He has 
quit removing ovaries to remove fears and anxieties, 
and quit circumcising the ladies to allay their sexual 
abnormalities. He is fast learning that these same 
sexual erraticisms occur in the men, who have no 
ovaries. He is studying more the home life, the 
personal family, maladjustments, correcting these, 
and thereby restoring happiness, not by ‘“‘shot-gun’”’ 
prescriptions, not by dissecting, but oft-times, with 
simple psycho-therapeutic measures. In other words, 
he is treating the whole situation, and getting results. 


The physician of today is becoming more interested 
in the early recognition, early care and treatment, 
and prevention of such mental disorders so frequently 
seen in this institution, and which we have been priv- 
ileged to see today. He is detecting earlier the symp- 
toms of neuro-syphalis, and is instituting treatment, 
thereby arresting or avoiding paresis. He is watching 
and adjusting the peculiar ‘shut-in’ boy or girl, 
thereby preventing the development of praecoxes. He 
is recognizing the early endocrinopathies. He is ad- 
vising young parents how to best bring up their chil- 
dren to be happy, well adjusted, free from ‘“‘apron- 
strings,’ and able to stand upon their own; thus pre- 
venting many behavior problems which have been the 
terror of our schools and homes. He is winning their 
confidence by soothing their sorrows, calming their 
fears, and sustaining their hopes. He is realizing 
that when you relieve a man’s fear and give him 
hope, he is then well on the road to recovery. 


Editorial Notes—Personal and General 


Dr. and Mrs. Curt Von Wedel, Oklahoma City, have 
returned from a motor trip to Estes Park, Colorado, 
where they spent a week at their cabin. 
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CANNON DEUGAR Moore, M.D. 
1897-1958 


Cannon Deugar Moore, M.D., 61 year-old 
Oklahoma City physician, died Wednesday, 
November 12. Born in Venice, Texas, Doc- 
tor Moore took his pre-medical training at 
Southwestern State College in Durant, Okla- 
homa and in 1922, he graduated from Baylor 
University College of Medicine in Houston. 


Doctor Moore served his internship at 
Robert B. Green Hospital in San Antonio 
and spent three years in residency and sur- 
gical training at Bellevue, St. Bartholomew 
and Mt. Sinai Hospitals in New York City. 
In 1927, he established his practice in Okla- 
homa City. 


CLASSIFIED ADS 


GENERAL PRACTITIONER needs associate for six 
months, thereafter to assume practice. Good suburban 
area of Tulsa, fine hospitals, excellent office facilities 
Yearly gross $60,000. Write Box 9681, W. Tulsa 


SUBURBAN OKLAHOMA CITY OFFICES: New, 
central heat and air conditioning, NW 39th and Mac- 
Arthur. Plenty of free parking space, reasonable 
rent, 200 to 2,000 sq. ft. Frontage. Next to Putnam 
City School. R.R. 10, Box 616. WH 9-5646 


FOR RENT: Professional office space for two or 
three physicians. Reasonable rent. Plenty of off-the- 
street parking space. Contact James R. Ricks, M.D., 
2312 N.W. 23rd Street, Oklahoma City. JA 5-7438 





CLASSIFIED ADVERTISING RATES 
Members of the Association or widows of mem- 
bers are entitled to three months complimentary 


advertisement in this section 


Regular classified rates are $5.00 per column 
inch (1 column wide and 1 inch deep). Advertise- 
ments must be received by the 15th of the month 


preceding the publication date 

















PHYSICIAN PLACEMENT 


General Practice 


Albert Stanley Bailey, Jr., M.D., P.O. Box 1381, West- 
hampton Beach, L. I., New York, age 28, married, 
graduated from University of Oklahoma, 1955, pres- 
ently in military service, will be available May, 
1959. 


John W. Kennard, M.D., 20 Olson Lane, Fort Rucker, 
Alabama, age 26, married, graduated from Bowman 
Gray School of Medicine, 1956, presently in military 
service, will be available September, 1959. 


Robert Emmett Myers, M.D., 872 Ravine Drive, Cleve- 
land 12, Ohio, age 28, married, graduated from Uni- 
versity of Arkansas, 1955. Would like to do general 
practice with emphasis on pediatrics, veteran, will 
be available September, 1959. 


Robert Glenn White, Jr., M.D., 431 Saratoga, San An- 
tonio, Texas, age 26, married, graduated from Uni- 
versity of Oklahoma, 1956, presently in military 
service, will be available August 2, 1959. 


John D. Wise, Booneville, Arkansas, age 30, married, 
graduated from University of Arkansas, 1954, vet- 
eran, available immediately. 


Gerald C. Zumwalt, M.D., 1701 Avenue P, Del Rio, 
Texas, age 27, married, graduated from University 
of Oklahoma, 1956, veteran, will be available July, 
1959. 


Internal Medicine 


Oscar C. Beasley, Jr., M.D., University Hospitals, 
Iowa City, Iowa, age 31, married, graduated from 
Vanderbilt University, 1952, veteran, will be avail- 
able July 1, 1959. 


William S. Harrison, M.D., 2623 Pittsfield Blvd., Ann 
Arbor, Michigan, age 31, married, graduated from 
University of Oklahoma School of Medicine, 1953, 
veteran, will be available September 1, 1959. 








Locum Tenens 


* Don Allen Mills, M.D., 3911 Burns Place, S.E., Wash- 
ington, D.C., age 34, married, veteran, graduated 
from Georgetown University School of Medicine, 1958, 
wants to do general practice for two years prior 
to specialized training. Will be available July 1, 
1959. 





Pediatrics 


Prentiss Edwards Findlay, M.D., 1500 Wakefield Place, 
New Orleans 22, Louisiana, age 29, married, gradu- 
ated from Emory University, Atlanta, 1954, non- 
eligible for military service, will be available July 
15, 1959. 


Psychiatry 


C. Frank Knox, M.D., 1922 Northwood Apartments, 
Ann Arbor, Michigan, married, age 32, graduated 
from Washington University, St. Louis, Missouri, 
1954, veteran, now completing a four years psychia- 
tric residency, will be available June, 1959. 


Surgery 


(Name on Request) 32 years old, married, graduated 
from Tulane, 1952, veteran, board eligible in surgery. 


Philadelphia, Pennsylvania, age 36, married, gradu- 
ated from Jefferson Medical College, 1948, veteran, 
is now available. 


Austin Leonard Gardner, M.D., 57 E. 38th Street, In- 
dianapolis, Indiana, age 32, married, graduated 
from Indiana University School of Medicine, 1952, 
veteran, is now available. 


Owen Foster Kline, Jr., M.D., 4712 Warrington Drive, 
Flint, Michigan, married, graduated from University 
of Colorado, 1954, not eligible for military service 
at the present time, will be available July 1, 1959. 


General Surgery 


Clyde William Draughon, M.D., McGuire Hospital, 
Box 27, Richmond, Virginia, age 35, married, gradu- 
ated from University of Oklahoma School of Medi- 
cine, 1954, veteran, will be available July 1, 1959. 


Tuberculosis 


Helen C. Sharp, M.D., 620% N. Broadway, Pittsburgh, 
Kansas, single, graduated from University of Kan- 
sas, 1928, prefers to do industrial or student health 
work and is presntly available. 
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The use of the Index will be greatly facili- 
tated by remembering that articles are often 
listed under more than one heading. Scien- 
tific articles may be found under the name 
of the author and the name of the article as 
well as under listings of authors and Scien- 
tific Articles. Editorials and deaths are 
listed under the special headings as well as 
alphabetically. 


Pages Included in Each Issue 


January 1-52 July 385-448 
February 53-108 August 449-512 
March 109-164 September 513-566 
April 165-234 October 567-628 
May 235-294 November 629-690 
June 295-384 December 691-762 


Key to Abbreviations 


(BR)—Book Review 
(D)—Deaths 
(PIC)—Picture 
(GN)—General News 


(S)\—Scientific 
(E)—Editorial 
(SA)—Special Article 
(MC)—Medical Center 


_— 
About Doctors (‘S) 56 
Accidental Poisoning Exhibit (Pic) 352 
Abstracts (MC) 139, 177, 262, 334, 415, 474, 540, 601, 660 
Administration Emphasized Security and 


Science in Budget (GN) 87 
Advances in Medicine (MC) 177 
The Advantages of Private Medical Care, 

Gould, Ann. (SA) 423 
Air Force Scroll of Appreciation Presented (GN) __437 
Allison, John E., Ph.D. (Pic) 137 
AMA Aged Program Presented (GN) 625 
AMA Begins Reorganization (GN) 558 
AMA Clinical Meeting to Draw 3,000 Physicians 

(GN) 665 


AMA Clinical Meeting to Draw 3,000 Physicians __665 
AMA Endorses Bricks and Mortar Aid 


to Medical Schools (GN) 271 
AMA Releases Quarterly Legislative Review ‘GN) 340 
AMA to Publish Tabloid Newspaper (GN) 115 
American Medical Association Tells Why It 

Opposes Forand Bill (GN) 28 
Amniotic Fluid Embolism, Obermiller, R. G., 

M.D. (S) 453 
Analysis of the Back Injuries of the Tri-State 

District, McConnell, M.A., M.D. (S) 388 
Anniversary, 75th, Journal American 

Medical Association (E) 567 
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ontents 


Annual Meeting ‘E) 165 
Distinguished Guest Speakers 193 
General Informaiion About Your Meeting 191 
Scientific Exhibits 202 
Scientific Program 196 
Technical Exhibits 206 
Woman's Auxiliary 214 


Application and Limitations of Hypnotherapy in 
General Practice, Caldwell, A. V., M.D. (S)__721 

Are Doctors Becoming “Organization Men"’ (E) 449 

Association Health and Accident Insurance 


Program Revised (GN) 509 
Auxiliary in Action (GN) 683 
Auxiliary News 749 
AUTHORS 


Barnett, Duane A., M.D., Chlorpromazine as 
Masking Agent in Intestinal Obstruction 
(S) 16 
Benton, Paul C., M.D., McHale, Julia, Ph.D., 
and Whitmore, Lillian, Ed. D., Habilita- 
tion of Mentally Retarded ‘S) 313 
Blocksom, Berget H., M.D., Johnson, Max- 
well A., M.D., Transurethral Uretero- 
lithotomy (S) 243 
Bloedow, Carman E., M.D., The Use of Chlor- 
propamide as an Hypoglycemic Agent (S) 655 
Branham, Donald W., M.D., Transthoracic 
Exterpleural Approach for Nephrectomy 


(S) 251 
Brown, Charles H., M.D., The Nervous Pa- 
tient with the Nervous Stomach (S) 697 
Brown, Philip W., M.D., Disease of the Large 
Intestine (S) 637 
Brown, Philip W., M.D., Diseases of the Small 
Intestine ‘S) 632 


Caldwell, A. V., M.D., Application and Limi- 
tations of Hypnotherapy in General Prac- 


tice (S) 721 
Calhoon, Jim H., M.D., The Management of 

Diffuse Fecal Peritonitis ‘S) 64 
Cathey, Charles W., M.D. and Hale, John M., 

Ph.D., Leptospira Pomana (S) 470 


Colmore, J. P., M.D., and Jaques, William 
E., M.D., Clinical Pathological Confer- 
ence (S) 394 
Compton, A. Paul, M.D., Steele, Byron W., 
M.D., and Moore, Edward L., M.D., 
Evaluation of 100 Partial Gastric Resec- 
tions for Benign Peptic Ulcerations of the 
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M.D., Clinical Pathological Conference ‘S) 66 
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ward, M.D., Pulmonary Hypertension, A 
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Cuddy, T. Edward, M.D. and Conrad, Loyal 
L., M.D., Pulmonary Hypertension, A 
Summary (S) 
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Induced Delusions (BR) 
Pediatrics (BR) 


= 


Calhoon, Jim H., M.D., The Management of Dif- 
fuse Fecal Peritonitis (S) 

Caldwell, A. ., M.D., Application and Limitations 
of Hypnotherapy in General Practice (S) 

Campaign for Polio Shots to Resume (GN) 

Canada, Joseph C., M.D. (D) 

Cancer Survival (E) 

Cates, Albert, M.D. (D) 

Cathey, Charles W., M.D., and Hale, John M., 
Ph.D., Leptospira Pomana (S) 

Cayler, Glen G., M.D. (Pic) 

Changing Role in Medical Care ‘S) 
Chlorpromazine as Masking Agent in Intestinal 
Obstruction, Duane A. Barnett, M.D. (S) 

Christensen, John B., M.S. (Pic) 

Citation, The, Medico-Legal Briefs (GN)__554, 614, 

Clark, Cecil W., M.D. (Pic) 

Clinical Aspects of Magnesium Metabolism, 
Smith, William O., M.D., and Hammarsten, 
James F., M.D., (S) 

Clinical Pathological Conference, Colmore, J. P., 
M.D., and Jaques, William E., M.D. (S) 
Clinical Pathological Conference, L. L. Conrad, 
M.D., and William E. Jaques, M.D. ‘(S) 

Clinical Symposium Announced (GN) 

Cochran, Malcolm Claude, M.D. (D) 
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Cochran, Roy L., M.D. (Pic) 

Code of Ethical Standards 

Colmore, J. P., M.D., and Jaques, William E.., 
M.D., Clinical Pathological Conference ‘S) 

Colwick, J. T., Sr., M.D. (D) 

Compton, A. Paul, M.D., Steele, Byron W., M.D.., 
and Moore, Edward L., M.D., Evaluation of 
100 Partial Gastric Resections for Benign 
Peptic Ulcerations of the Stomach and Duo- 
denum (S) 

Concerning A Change of Status of the Welfare 
Departments Medical Care Program (E) 
Conrad, L. L., M.D., and Jaques, William E.., 
M.D., Clinical Pathological Conference (‘S) 
Conrad, Loyal L., M.D., and T. Edward Cuddy, 
M.D., Pulmonary Hypertension, A Summary 

(S) 

A Consideration of the Etiology of Mental Health 
Retardation, Pfundt, T. R., M.D. (S) 

Control of a Post-Natal Epidemic of Breast Ab- 
scesses in a General Hospital, Dean, Robert 
W., M.D. (S) 

Cooley, Ben Hunter, M.D. (D) 

Coucil, Delegates Meet (GN) 

Council Meeting (Pic) 

County Officers Hear Aubrey Gates Discuss For- 
and Bill (GN) 

Crawford, William S., M.D. (D) 

Cuddy, T. Edward, M.D. and Conrad, Loyal L.., 
M.D., Pulmonary Hypertension, A Summary 
(S) 

Cunningham, Curtis B., M.D. (Pic) 


— 


‘“‘Damn Yankees” Provides Annual Meeting Extra 
(GN) 

Date Set for Fall Clinical Symposium in Tulsa 
(GN) 

Dean, Robert W., M.D., The Control of a Post- 
Natal Epidemic of Breast Abscesses in a 
General Hospital (S) 

Dedication, Steinbeck, John, 
Journal AMA (E) 

Delayed Necropsies of Historical Interest, Katz- 
berg, Allan A., Ph.D. (S) 

Delegates Report on AMA Meeting (GN) 

Deleterious Effects of Adrenocorticoids in Tuber- 
culosis, Report Three Cases, Muchmore, Har- 
old G., Welsh, Jack D., and Harvey, George 
W. (S) 

Devore, John W., M.D., and Hamwi, George J., 
M.D., Studies in Hodgkin’s Syndrome: Evalu- 
ation of Endocrine Function (S) 

Diabetes As A Way of Life (BR) 

Diabetes Detection and Education (E) 

Difficulties in Differential Between Chorio-Aden- 


75th Anniversary, 


oma Destruens and Choriocarcinoma, Hood, 
William E., M.D. (S) 

Diseases of the Large Intestine, Brown, Philip 
W., M.D. (S) 

Diseases of the Small Intestine, Brown, Philip 


W., M.D. (S) 
Dissecting Hematoma of the Aorta, Soloff, Louis 
A., M.D. (S) 


756 





Diverticula of the Pericardium, Gerald Wm. Mc- 
Cullough, M.D. (S) 
Doctor Alphin Resigns as 
Director (GN) 

Doctor Brodie Wins New Distinguished Service 
Award (GN) 

Doctor First to Head Flying Physicians ‘GN) 

Doctor Mohler Announces Committees 

Doctor Turner to Lead Nuclear Medicine Society 
(GN) 

Doctors Head West for AMA Annual June Meet- 
ing (GN) 

Dooley, Robert T., M.D., Primary Squamous Cell 
Carcinoma of the Corneal-Scheral Limbus (‘S) 


Washington Office 


Duer, J. T., M.D. (Pic) 
DEATHS 
Bolend, Rex G., M.D. (D) 


Boon, Udonna Clifton, M.D. (D) 
Breco, Joseph G., M.D. (D) 
Canada, Joseph C., M.D., (D) 
Cates, Albert, M.D. (D) 
Cochran, Malcolm Claude, M.D. (D) 
Colwick, J. T., Sr., M.D. (D) 
Cooley, Ben Hunter, M.D. (D) 
Crawford, William S., M.D. (D) 
Green, O. I., M.D. (D) 
Hackler, John F., M.D. (D) 
Hazel, Onis G., M.D. 

Keen, Frank M., M.D. (D) 

Lee, Berthe Margolin, M.D. (D) 
McClure, Philip Luther, M.D. (D) 
Mechling, George S., M.D. (D) 
Moore, Cannon Deugar, M.D. (D) 
Noel, Robert L., M.D. (D) 
Parmenter, Derric C., M.D. (D) 
Payte, James I., M.D. (D) 
Points, Blair, M.D. (D) 

Pruitt, Charles Clement, M.D. (D) 
Reeves, Claude L., M.D. (D) 
Reynolds, Stephen W., M.D. (D) 
Roddy, John A., M.D. (D) 

Stone, Burl Eugene, M.D. (D) 
White, J. Hutchins, M.D. (D) 
Whitely, Seals L., M.D. (D) 
Williams, Byron E., M.D. (D) 
Williams, Gordon Darnall, M.D. (D) 
Williams, M. K., M.D. (D) 
Willour, L. S., M.D. (D) 
Wormington, F. L., M.D. (D) 


The Effects of Digoxin on Cardiac Output and 
Hemodynamics in Experimental Supraval- 
vular Mitral Stenosis, Jaques, William E., 
M.D., and Hyman, Albert L., M.D. (S) 

Eighty-Five Graduate from O.U. School of Medi- 
cine (GN) 

Eleven Speakers Scheduled For OSMA Annual 
Meeting (GN) 

E. N. Fair Honored for Fifty Year Service; Med- 
ical Scholarship Announced (GN) 
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500 


33 


748 
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Endres, Robert K., M.D., and Russell, G. R., 
M.D., The Physician’s Responsibility in Men- 
tal Health Retardation (S) 

Engles Clinic (Pic) 

Epilogue (E) 

Ethylene Glycol Antifreeze Poisoning, William H. 
Simon, M.D., and T. R. Pfundt, M.D. (S) 
Etiology of Aseptic Meningitis, Riley, Harris D., 

Jr., M.D. (S) 

Evaluation of 100 Partial Gastric Resections for 
Benign Peptic Ulcerations of the Stomach 
and Duodenum, Moore, Edward L., M.D., 
Steele, Byron W., M.D., and Compton, A. 
Paul, M.D. (S) 

Everett, Mark R., Ph.D. (Pic) 

Everett S. Lain Honored (GN) 

Examinations Scheduled by American Board of 
OB and GYN (GN) 

Eye Bank Kickoff Success (GN) 


EDITORIALS 


About Doctors 

Anniversary, 75th, Journal, American Medi- 
cal Association 

Annual Meeting 

Are Doctors Becoming “Organization Men’”’ 

Cancer Survival 

The Changing Role in Medical Care 

Code of Ethical Standards 

Concerning a Change of Status of the Wel- 


fare Department’s Medical Care Program 5 


Concerning a Change of Status of The Wel- 
fare Department’s Medical Care Program, 
Mark R. Johnson, M.D., (E) 

Diabetes Detection and Education 

Epilogue 

Faculty House 

The Forand Bill 

Gamma Globulin and Rubella 

Hats Off to the Medical Profession of Okla- 
homa 

Holmes, Semmelweis and Lister 

Is Boxing Immoral? 

Medical Ethics 

Medicine and Humanities 

Miles and His Operation—A Semi-Centenary 
Celebration (E) 

A New Section of the Journal 

Our Doomed Orphanages 

Partners in Progress 

The Prognosis of Rheumatic Fever 

John Snow, M.D.: A Centenary Celebration 

Time Out 

W. S. Willour, M.D. 


— 
Faculty House (Pic) 
Faculty House (E) 
Faculty House Acquired by the Association of The 


University of Oklahoma Medical Faculty (GN) 
180, 265, 335, 540, 602, 661, 


Faculty News (MC) 
February Meeting Scheduled by Oklahoma AAGP 
(GN) 
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Federal Health Spending Up For Fiscal ‘59 (GN) 

Felton, Warren Locker III, M.D. (Pic) 

Fite, Mrs. Pat, Sr. (Pic) 

Five Years Experience with Diabetes Mellitus at 
the USPH Indian Hospital, Lawton, Oklahoma 
--1951-1955, Shochet, Bernard R., M.D. (S) 

Fogarty Favors Custodial Care Change in Hill- 
Burton Law (GN) 

Forand Bill, The (E) 

Forester, Mrs. Virgil Ray (Pic) 

Four Men Appointed to AMA Field Division (GN) 

Fundamental Cancer Research Symposium to 
Meet in Texas (GN) 


— 


Gamma Globulin and Rubella (E) 

Garrison Appointed to U.S. Jaycees Committee 
(GN) 

Gates, Aubrey (Pic) 

Githens, John H., M.D. (Pic) 

Gogerty, John Harry, Ph.D. (Pic) 

Gould, Ann, The Advantages of Private Medical 
Care (SA) 

Grady County Hospital and Health Center Under 
Construction (GN) 

Graham, Dick (Pic) 

Grants (MC) 

Green, O. I., M.D. (D) 

Gumbreck, L. F., Ph.D. (Pic) 


= 


Habilitation of Mentally Retarded, Benton, Paul 
C., M.D., McHale, Julia, Ph.D., and Whit- 
more, Lillian, Ed. D. (S) 

Hackler, John F., M.D. (D) 

Hackler, John F., M.D. (Pic) 

Haight, Thomas H., M.D., Fifth in Series—Stop 
Rheumatic Fever (S) 

Haight, Thomas H., M.D., Stop Rheumatic Fever 
(Sixth in Series) (S) 

Hammersten, James F., M.D., and Smith, William 
O., M.D., Clinical Aspects of Magnesium Me- 
tabolism (S) 

Hamwi, George J., M.D., and Devore, John W., 
M.D., Studies in Hodgkin’s Syndrome: Evalu- 
ation of Endocrine Function (S) 

Hart, Marshall O., M.D. (Pic) 

Harvey, George W., Welsh, Jack D., and Much- 
more, Harold G., Deleterious Effects of 
Adrenocorticoids in Tuberculosis, Report of 
Three Cases (S) 

Hatcher, Harlan H., Medicine and Education, 75th 
Anniversary, Journal AMA (E) 

Hats Off to the Medical Profession of Oklahoma 
(E) 

Hayes, R. B., M.D. (Pic) 

Hazel, Onis G., M.D. (D) 

Health Economics Subject of Home Economics 
Workshop (GN) 

Helland, N. D., New Rating for Blue Cross-Blue 
Shield (SA) 

Hellbaum, Arthur A., M.D. (Pic) 


182 
291 








Hennes, Allen R., M.D., and West, Kelly M., M.D., 
The Present Status of the Use of Oral Medi- 
cations in Diabetes Mellitus Mechanism of 
Action of Orinase (S) 

Herndon, Elwood, M.D., Preliminary Report of 
Urinary Tests for Prophibilinogen ‘S) 

Herod, Philip, M.D. (Pic) 

Herod, Philip, Receives 50 Year Pin (GN) 

Highlights of the 52nd Annual Meeting (GN) 

Highschool Essay Contest Sponsored by A.A.P.S. 
(GN) 

Hobbs, John E., M.D. (Pic) 

Hobbs, John E., M.D. (Pic) 

Hobby Show Exhibit (Pic) 

Holmes, Semmelweis and Lister (E) 

Honorary and Life Membership Now Classed as 
One (GN) 

Hood, William E., M.D., Difficulties in Differential 
Between Chorio-Adenoma Destruens and 
Choriocarcinoma (S) 

Hubbard, Mrs. Jeneil D. (Pic) 

Hunter, DeWitt T., Jr., M.D. (Pic) 

Hyde, W. A., M.D. (Pic) 

Hyman, Albert L., M.D., and Jaques, William E.., 
M.D., The Effects of Digoxin on Cardiac Out- 
put and Hemodynamics in Experimental Su- 
pravalvular Mitral Stenosis (S) 


Indigents Mental Health Program Outlined (GN) 

Index to Contents 

Induced Delusions (BR) 

Ingram, Alvin J., M.D. (Pic) 

International College of Surgeons to Meet in Mi- 
ami Beach (GN) 

International Communism: The Communist Mind 

International Medical Assembly to Meet in Cleve- 
land (GN) 

Is Boxing Immoral? (E) 


— 


Jabour, Robert, M.D., Splenectomy for Congenital 
Hemolytic Anemia (S) 

James, Howard (Pic) 

Janzen, Herbert H., M.D. (Pic) 

Jaques, William E., M.D. (Pic) 

Jaques, William E., M.D., and Colmore, J. P., 
M.D., Clinical Pathological Conference (S) 
Jacques, William E., M.D., and Conrad, L. L., 

M.D., Clinical Pathological Conference (S) 

Jaques, William E., M.D., and Hyman, Albert L., 
M.D., The Effects of Digoxin on Cardiac Out- 
put and Hemodynamics in Experimental Su- 
pravalvular Mitral Stenosis (S) 

Johnson, Mark R., M.D., Concerning a Change of 
Status of the Welfare Department’s Medical 
Care Program (E) 

Johnson, Maxwell A., M.D., and Blocksom, Ber- 
get H., M.D., Transurethral Ureterolithotomy 
(S) 

Johnston, Kenneth C., M.D. (Pic) 

Journal Editor Elected to National Advertising 
Bureau (GN) 
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111 


343 
753 

47 
193 


736 
477 


608 
631 


120 

95 
661 
180 
394 


66 


111 


694 





Journal Exhibit (Pic) 

Juvenile Rheumatoid Spnaylitis: A Case Report 
of Lumbar Osteotomy, Cotten, Stonie R.., 
M.D. (MC) 


—K... 


Katzberg, Allan A., Ph.D., Delayed Necropsies of 
Historical Interest ‘S) 

Keen, Frank M., M.D. ‘D) 

Kent, Herbert, M.D., Results of Spinal Cord In- 
juries with Early Physical Medicine and Re- 
habilitation (S) 

Keyl, M. J., Ph.D. (Pic) 


~— 


Lamb, Ellis, M.D. (Pic) 

Lee, Berthe Margolin, M.D. (D) 

Leptospira Pomana, Cathey, Charles W., M.D., 
and Hale, John M., Ph.D. (S) 

Lester, Boyd K., M.D. (Pic) 

Letters (GN) 

Letter From the Dean (MC) 

Lottinville, Savoie (Pic) 

Lythcott, George, M.D., Pediatrics (BR) 


— 


MacKercher, Mrs. Peter (Pic) 

Management of Diffuse Fecal Peritonitis, The, 
Jim H. Calhoon, M.D. (S) 

Management of Rheumatic Heart Disease, Riley, 
Harris D., Jr., M.D. (Ninth in a Series) (S) 

Masterson, C. J., Cited (GN) 

Matt, John G., M.D., Miles and His Operation— 
A Semi-Centenary Celebration (E) 

Mayo, Charles W., M.D. (Pic) 

Mayo, Charles W., M.D. (Pic) 

McClure, Philip Luther, M.D. (D) 

McConnell, M. A., M.D., Analysis of the Back 
Injuries of the Tri-State District (S) 

McCullough, Gerald Wm., M.D., Diverticula of the 
Pericardium (S) 

McHale, Julia, Ph.D., Benton, 
Whitmore, Lillian, Ed. D., 
Mentally Retarded ‘S) 

McHenry, Lawrence C., Jr., M.D., Surgeon and 
Palaeontologist (S) 

Mechling, George S., M.D. ‘(D) 

Medical Cutback Imposed by DOD (GN) 

Medical Ethics (E) 

Medicare Costs Mount; 
(GN) 

Medicare Fees Changed (GN) 

Medicare ID Card Issued (GN) 

Medicare Pays $43 Million (GN) 

Medicine arid Education, Harlan H. Hatcher (FE) 

Medicine and Humanities (E) 

Medico-Legal Code Drafted (GN) 

Medico-Legal Discussion Held (GN) 

Topic for An- 


Paul C., M.D., 
Habilitation of 


$9.2 Million Per Month 


‘‘Menopause—Facts and Fables” 
nual Meeting (GN) 

Mental Retardation, The Problem, 
John W., M.D. ‘S) 


Shackelford, 


329 


137 


300 
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Se 








Mine Worker Fund Claims Savings in Medical 


Hospital Costs (GN) 
Mohler, E. C., M.D. (Pic) 
Mohler, E. C., M.D. (Pic) 
Mohler, E. C., M.D. (Pic) 
Mohler, E. C., M.D. (Pic) 


Mohler, E. C., M.D. (Pic) 

Moore, Cannon Deugar, M.D. (D) 

Moore, Charles F., M.D. (Pic) 

Moore, Edward L., M.D., Steele, Byron W., M.D., 
and Compton, A. Paul, M.D., Evaluation of 
100 Gastric Resections for Benign Peptic UI- 
cerations of the Stomach and Duodenum (S) 

Moreton, Robert D., M.D. (Pic) 

Muchmore, Harold G., M.D., Stop Rheumatic 
Fever (Ninth in a Series) (S) 

Muchmore, Harold G., Welsh, Jack D. and Har- 
vey, George W., Deleterious Effects of Adreno- 
corticoids in Tuberculosis, Report Three Cases 
(S) 

Munnell, Edward R., M.D., Oklahoma Artery 
Bank (S) 

Muskogee Medical Center Under Construction (GN) 


MEDICAL CENTER 


Abstracts (MC) 139, 177, 262, 334, 415, 
540, 601, 660, 

Ancillary Services at the Medical Center 

Biostatistical Unit 

Bird of Paradise Seed Poisoning, Shoemaker, 
H. A., Ph.D. 

Book Review 

Endocrinology Secticn 

Experimental Therapeutic Unit 

Faculty News 265, 335, 540, 602, 661, 

The Functioning Carcinoid Syndrome, Mc- 
Cabe, William R., M.D. 

Imogene Patrick Appointed 

Grants (MC) 

Juvenile Rheumatoid Spondylitis: A Case Re- 
port of Lumbar Osteotomy, Cotten, Stonie 
R., M.D. 

Letter from the Dean (MC) 

Leptospira Pomana, Hale, John M., Ph.D., 
and Cathey, Charles W., M.D. (S) 
Oklahoma Colloqguy on Advances in Medicine 

(MC) 

President Cross Addresses Graduating Class 
(MC) 

Primary Squamous Cell Carcinoma of the 
Corneal-Scheral Limbus, Dooley, Robert 
T., M.D. (S) 

Report From Dean Everett (MC) 

Research Foundation (MC) 

A Review of the Propagation of the Nerve 
Impulse of the Myoneural Junction and 
Factors Affecting Transmission, Ingels, 
George W. (MC) 

The Serum Glycoprotein as an Indication of 
Disease Process, Shetler, M. R., Ph.D. (S) 


Studies on the Maintenance of Functional and 
Anatomic Organ-Integrity in Culture, 
Richter, Kenneth M., Ph.D. (S) 
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597 


323 


New Faculty Members ‘MC) 
VA Appointments (MC) 


—— fj 


National Foundation to Offer Health Scholarships 

Nelson, Mrs. Iron H. (Pic) 

The Nervous Patient with The Nervous Stomach, 
Brown, Charles H., M.D. ‘S) 

New County Officers Elected (GN) 

New Faculty Members (MC) 

New Health and Accident Insurance Program 
Available (GN) 

New Rating for Blue Cross-Blue Shield, Helland, 
N. D. (SA) 

A New Section of the Journal 

Noel, Robert L., M.D. (D) 


—, a 


Obermiller, R. G., M.D., Amniotic Fluid Em- 
bolism (S) 
Oklahoma Artery Bank, Munnell, Edward R., 


M.D. (S) 


Oklahoma Colloquy on Advances in Medicine (MC) 2 


Oklahoman Is Chairman of Health Manpower 
Task Force (GN) 

Opthalmology, Optometry and Opticinary ‘S) 

OSMA to Entertain O.U. Medical Students ‘GN) 

O.U. Nurse Wins Lottinville Award (GN) 

Our Doomed Orphanages ‘E) 


— 


Paredes, Alfonso, M.D. (Pic) 

Parmenter, Derric C., M.D. (D) 

Partners in Progress ‘E) 

Pathogenesis of Herpes Simplex Virus, Scott, 
Vernon L., Sc.D. ‘S) 

Patrick, Imogene (Pic) 

Payte, James I., M.D. (D) 

Pediatrics (BR) 

Pension and Profit-Sharing Trusts for Physicians 
Outlined by AMA (GN) 

Pericarditis, Soloff, Louis A., M.D. (S) 

Pfundt, T. R., M.D., and Simon, William H.., 
M.D., Ethylene Glycol Antifreeze Poisoning 
(S) 

Pfundt, T. R., M.D., A Consideration of the Etiol- 
ogy of Mental Health Retardation ‘S) 

Physicians Reminded of Birth, Death Laws (GN) 

The Physician’s Responsibility in Mental Health 
Retardation (S) 

Physician's Role in the Social Security Disability 
Program, The (GN) 

Plans Announced for Oklahoma Clinical Society 
(GN) 

Points, Blair, M.D. ‘D) 

Points, Thomas C., M.D., Time Out (E) 

Postgraduate Courses Announced by O.U. Med- 
ical Center (GN) 

Poth, Edgar J., M.D. (Pic) 

Poth, Edgar J., M.D. (Pic) 

Pottawatomie County Auxiliary the Nation’s First 
(GN) 
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138 
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214 


109 
50 
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152 
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Preliminary Report of Urinary Tests for Prophi- 
bilinogen, Elwood Herndon, M.D. (S) 

Prien, Edwin L., M.D., Urological Pitfalls in Gen- 
eral Practice (S) 

The Present Status of the Use of Oral Medications 
in Diabetes Mellitus Mechanism of Action of 
Orinase, Hennes, Allen R., M.D., and West, 
Kelly M., M.D. (S) 

President Cross Addresses Graduating Class (MC) 

Prien, Edwin L., M.D. (Pic) 

Primary Squamous Cell Carcinoma of the Cor- 
neal-Scheral Limbus, Dooley, Robert T., M.D. 
(S) 

Proceedings of the 52nd Annual House of Dele- 
gates, Closing Session (GN) 

Proceedings of the 52nd Annual Session of the 
House of Delegates, Opening Session (GN) 
Proceedings of the University of Oklahoma Ar- 

thritis Study Group (S) 

Prognosis of Rheumatic Fever, The (E) 

Program Completed for Colloquy on Advances 
in Medicine (GN) 

Program Completed for O.C. Clinical Society (GN) 

Pruit, Charles Clement, M.D. (D) 

Pulmonary Hypertension, A Summary, Conrad, 
Loyal L., M.D. and Cuddy, T. Edward, M.D. 
(S) 


— 
Quinn, Robert W., M.D. (Pic) 
Quarterly Legislative Review (GN) 


Radiologic Approach in Problems of Gastroin- 
testinal Hemorrhage, Paul C. Swenson, 
M.D. (S) 

Ragsdale, Jerry, What is Civil Defense and Who 
is Responsible? (First in a Series) (SA) 
Ragsdale, Jerry, What is Civil Defense and Who 
is Responsible ‘Second in a Series) (SA) 
Ragsdale, Jerry, What is Civil Defense and Whe 
is Responsible (Third in a Series) (SA) 

Ramsey, H. H., Ph.D. (Pic) 

Ramsey, H. H., Ph.D., Bacterial Resistance to 
Antibiotics (S) 

Recent Publications from the Medical Center 
(MC) 

Reeves, Claude L., M.D. (D) 

Report From Dean Everett (MC) 

Report from the Woman's Auxiliary 

Report of Medicare Committee (GN) 

Report on Actions of the House of Delegates, 
American Medical Association 

Research Foundation 

Research Foundation (MC) 

Research Foundation (MC) 

Results in Spinal Cord Injuries with Early Physi- 
cal Medicine and Rehabilitation, Kent, Her- 
bert, M.D. (S) 

A Review of the Propagation of the Nerve Im- 
pulse of the Myoneural Junction and Factors 
Affecting Transmission, Ingels, George W. 
(MC) 


760 


Revised Hill-Burton Plan Announced (GN) 

Revisions Made in Group Life Insurance Program 
(GN) 

Reynolds, Stephen W., M.D. (D) 

Richardson, Sylvia O., M.D. (Pic) 

Richardson, William R., M.D. (Pic) 

Richter, Kenneth M., Ph.D., Studies on the 
Maintenance of Functional and Anatomic 
Organ-Integrity in Culture (S) 

Rigual, Rafael, M.D., Role of Tracheotomy in 
Anterior Poliomyelitis (S) 

Riley, Harris D., Jr., M.D., Diabetes As a Way 
of Life (BR) 

Riley, Harris D., Jr., M.D., Etiology of Aseptic 
Meningitis (S) 

Riley, Harris D., Jr., M.D., Management of Rheu- 
matic Heart Disease (‘Ninth in Series) (S) 

Roddy, John A., M.D. (D) 

Rodgers, McLain, M.D. (Pic) 

Role of Tracheotomy in Anterior Poliomyelitis, 
Rafael Rigual, M.D. ‘S) 

Roundtable Luncheons (Pic) 

Russell, G. R., M.D., and Endres, Robert K., 
M.D., The Physician’s Responsibility in Men- 
tal Health Retardation ‘S) 

Russell, G. R., M.D., and Villarreal, Leoncio, 
M.D., Technique of Exchange Transfusion 
and Results Obtained in Erthroblastosis ‘S) 


_ 


Schmidt, Edna, B.A. (Pic) 
Schottstaedt, William W., M.D., Stop Rheumatic 
Fever (Seventh in a Series) (S) 
Scott, Vernon L., Sc.D., Pathogenesis of Herpes 
Simplex Virus (S) 129 
Sears-Roebuck Foundation Announces New Project 80 
Serum Glycoprotein as an Indication of Disease 
Process, The, Shetlar, M. R., Ph.D. (S) 323 
Shackelford, John W., M.D., Mental Retardation, 
The Problem (S) 300 
Shetlar, M. R., Ph.D., The Serum Glycoprotein as 
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FAST-ACTING ORAL BROAD-SPECTRUM THERAPY. the modern bive and yellow 
ACHROMYCIN V Capsules, combining equal parts of pure crystalline ACHROMYCIN Tetracycline HCI and Citric Acid, provide 


unsurpassed oral broad-spectrum therapy 


Speed of absorption adds new emphasis to the benefits of true broad-spectrum action, minimum side effects and wide range 
effectiveness that have established ACHROMYCIN as an antibiotic of choice for decisive control of infection. 


REMEMBER THE Y WHEN SPECIFYING ACHROMYCIN V. new bive and yetiow 


capsules (sodium-free)—250 mg. with 250 mg. citric acid, and 100 mg., with 100 mg. citric acid. 


ACHROMYCIN V dosage; Recommended basic oral dosage is 6-7 ing. per Ib. body weight per day. in acute, severe infections 
often encountered in infants and children, the dose should be 12 mg. per Ib. body weight per day. Dosage in the average adult 
should be 1 Gm. divided into four 250 mg. doses. 


ACHROMYCIN'V cArsutts 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Peari River, New York E> 
*Reg. U.S. Pat. Off. 
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In Biliary Distress 


ZANCHOL 


Improves Flow and Color of Bile 


Zanchol (brand of florantyrone ), a distinct chemical 
entity unrelated to the bile salts, provides the medical 
profession with a new and potent hydrocholeretic for 
treating disorders of the biliary tract. 

The high degree of therapeutic activity of this new 
compound and its negligible side reactions yield dis- 
tinct clinical advantages. 

@ Zanchol produces a bile low in sediment 

@ Zanchol enhances the abstergent quality of bile 

® Zanchol produces a deep, brilliant green bile, re- 
gardless of its original color, suggesting improved 


hepatic function. 





@ Zanchol improves the flow and quantity of bile with- 
out increasing total bile solids 


Bile with these qualities minimizes biliary stasis, re- 
duces sediment and debris in the bile ducts and dis- 
courages the ascent of infection 

For these reasons ZANCHOL has shown itself to be a 
highly valuable agent in chronic cholecystitis, cholan- 


gitis and care of patients following cholecystectomy 


Administration: One tablet three or four times a day 
Zanchol is supplied in tablets of 250 mg. each. G. D 
Searle & Co., Chicago 80, Illinois. Research in the 
Service of Medicine. 
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BRAND OF TETRACYCLINE 
#F naDEMARK, REG. U. &. PAT. OFF.—THE UPIOR 


BRAND OF CRYSTALLINE MOVOBIOOIN SODIUM 


Threapemaan 


* 
= 
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" 
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“= 
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' 
; 


(P. mycin¢ Phosphate plus Albamycin**) 


y UF 
b oad-spectrum 
aitibiotic 

of first resort 


Available forme: 

1. Panalba Capsules, bottles of 16 and 100 
capsules. Each capsule contains: 

Panmycin phosphate (tetracycline phosphate 
complex) equivalent te eecmigie 4 
chioride 


Potassium 

Dosage: 

Panalva Capsules 

Usual adult dosage is 2 capsules q.i.d. 


Panaiba KM Granules 

Fo the treatment of moderately acute infec- 

tions in infants and children, the recom- 
teaspcontul 


Lon, 











IN URTICARIA AND PRURITUS 


VISTARIL. 





A PSYCHOTHERAPEUTIC ANTIHISTAMINE 


(as designated by A.M.A. Council on Drugs, 1958) 























SPECIFIC ANTIHISTAMINIC ACTION in the treatment of a variety 
of skin disorders commonly seen in your practice. 

“While some of the tranquilizers are only partially effective as far as 
antiallergic activities are concerned ...{hydroxyzine] has been found, 
by comparison, to be the most potent thus far.. .’”! 

“The most striking results were seen in those patients with chronic 
urticaria of undetermined etiology.”* 

PLUS 

PSY CHOTHERAPEUTIC POTENCY forthe relief of anxiety and tension. 
The psychotherapeutic effectiveness of hydroxyzine (VISTARIL) was 
confirmed in a series of 479 patients suffering from a wide variety of 
dermatoses, including atopic dermatitis, neurodermatitis, psoriasis, 
lichen planus, nummular eczema, dyshidrosis, pruritus ani and vulvae, 
and rosacea. “Adverse reactions were minimal.” 

RECOMMENDED ORAL DOSAGE: 50 mg. q.i.d. initially; adjust ac- 
cording to individual response. 

VISTARIL Capsules: 25 mg., 50 mg., 100 mg. 

VISTARIL Parenteral Solution: 10 cc. vials and 2 cc. Steraject® Car- 
tridges. Each cc. contains 25 mg. hydroxyzine (as the HCl). 
REFERENCES: 

1, Eisenberg, BR. C.: Clinical Medicine 5:897-904 (July) 1958. 

2. Feinberg, A. R., et al.: J. Allergy 29:358 (July) 1958. 

3. Robinson, H. M., et al.: So. Med. J. 50:1282 (Oct.) 1957. 








Science for the world’s well-being 
PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N.Y. 


*Trademark 
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Py woven 


in over three years of clinical use 
in Over 600 clinical studies 


yecific 


FOR RELIEF OF ANXIETY 
AND MUSCLE ‘TENSION 


Selective 


Does inot interfere with autonomic function 
Does not impair mental efficiency, 
motor control, or normal behavior 

Has not produced hypotension, 
agranulocytosis or jaundice 


Milt own 


Supplied: 400 mg. scored tablet 
Wa WALLACE LABORATORIES, New Bri 
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for fever and pain /in infants and children 


when your little patient 


as OUrnIiNg U f 


Tempra 


Acetaminophen, Mead Johnson 


syrup - drops 


brings relief quickly... conveniently 


— safe 
— well tolerated 
—. easy to give 


— tastes good 


\ Mead Johnson 


Symbol of service in medicine 


TEGO 
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ned drug therapy with 


Araien” aS maintenance therapy 


With Plaquenil or Aralen alone 62% grade | and || 
nprovement. (Scherbel, AL.; Harrison, J.W., and 
Atdjian, Martin: Cleveland Clin. Quart. 25:95 
AI 158. Report SUD patients wit! 
itoid-arthritis or related diseases 
Keasons fT Failure 
Treatment discontinued too soon (percentage of 
itients improved increases subStanfially 
fter first six months 


after prolonged steroid therapy 


ire resistant to Plaquenil or Aralen treatment 


Patients in relapse 


fnr ceyeral n nths 
Plaquenil sulfate is supplied in tablets 
$ OF mo. bottles of 100 
Dose tia ANN to & - 
f tablets) daily 
aint Tater: 200 to 400 n 
i tal tS) Gaily 


provides dependable, 


dependable action 


because all patients show therapeutic 
blood concentrations of penicillin with 
recommended dosages. 


quick deployment 

of the bacteria-destroying antibiotic. 
Within five to fifteen minutes after ad- 
ministration, therapeutic concentrations 
appear in the general circulation. 
higher blood levels 


than with any other penicillin given 


OMPANY -e 


INDIANAPOLIS 6, INDIANA, 


FR A 
quik 
P COMEBACK 
sam V-CILINK 


. A 
< aly 
° QUALITY / RESEARCH / INTEGRITY 


La 


fast, effective therapy 


orally. Bactericidal concentrations are 
assured. Infections resolve rapidly. 


Dosage: 125 or 250 mg. three times daily. 


Supplied: Tablets, scored, of 125 and 250 
mg. (200,000 and 400,000 units). 


New V-Cillin K, Pediatric: In bottles 
of 40 and 80 cc. Each 5-cc. teaspoonful 
provides 125 mg. V-Cillin K. 

V-Cillin® K (penicillin V potassium, Lilly) 


U.S.A. 
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SPECIAL NOTICE TO ALL MEMBERS 
OF THE 
OKLAHOMA STATE MEDICAL ASSOCIATION 








A Modern, Flexible, Tailor-Made Program, offering: 


@ Life-time accident coverage ® Choice of three waiting periods 


® Flexible monthly benefits ranging 
from $200 to $600, according to 
underwriting agreement 


® Optional, daily hospital benefits 





©... at low, low costs 
® Choice of three-year or five-year 
illness coverage ® World-wide Coverage 


The Charter Enrollment Period of the new official Oklahoma State Medical Association disability insurance program 
is now underway. 


All OSMA members should learn of the many outstanding advantages of this new and improved program, its fine 
features and of the rights and privileges of each member during the 120-day Charter Enrollment Period. 


One of the most serious problems facing any physician is the possible loss of time from his practice, due to a long 
term disability caused by an accident or illness Your need for disability income is great! Your new OSMA program 
offers valuable protection against loss of time. 


Protect your most valuable asset! Enroll in your new program just as soon as possible! 


For advance information 


call or write 


North’ American Accident Insurance Co. 
An Old Line Stock Company—Founded in 1886 


Cc. W. CAMERON, Southwestern Division Manager 
2901 Classen Bivd., Oklahoma City, Phone: JAckson 5-153! 


JOE H. JONES, Tulsa Manager 
Two W. 16th St. Phone: LUther 4-619! 
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now—an antibiotic troche that 


C@UGH 





The cough control provided by homarylamine (a non-narcotic antitussive) 
approximates that of codeine. 

Three antibiotics (bacitracin, tyrothricin, neomycin) act in combination 
against a wide variety of pathogens—with little danger of side reactions. 
The anesthetic-analgesic effect of benzocaine brings soothing relief to in- 
flamed tissues of mouth and throat. 

PENTAZETS now extend the therapeutic usefulness of convenient troche 
medication. Each pleasant-tasting PENTAZETS troche acts promptly against 
the most bothersome aspects of mouth and throat irritations. 


PRESCRIBE 


Pentazets 


antitussive—antibiotic - anesthetic —analgesic troches 


mQo MERCK SHARP & DOHME 
IVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
Dosage: Three to 5 troches daily for 3 to 5 days. SOREIEN © -” 
Supplied: In vials of 12. 
PENTAZETS is a trademark of Merck & Co., Inc. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


EMPTYING” OF GALLBLADDER AFTER FATTY MEAL 


What's wrong with the term 
“emptying of the gallbladder’? 


The gallbladder discharges bile by fractional evacuation. It is not 
emptied completely at any one time even following a fatty meal. 


Source — Lichtman, S. S.: Diseases of the Liver, Gallbladder and Bile Ducts, ed. 3, 
Philadelphia, Lea & Febiger, 1953, vol. 2, p. 1177. 


routine physiologic support for “sluggish” older patients 


DECHOLIN® one tablet t.i.d. 


therapeutic bile 





increases bile flow and gallbladder function—combats bile stasis 
and concentration ...helps thin gallbladder contents. 


corrects constipation without catharsis—prevents colonic dehydra- 
tion and hard stools... provides effective physiologic stimulant. 


DECHOLIN tablets (dehydrocholic acid, AMES) 3% gr. Bottles of 100 and 500. 


(ay AMES COMPANY, INC « ELKHART, INDIANA 
Ames Company of Canada, Ltd., Toronto aaese 
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ACHROCIDIN 


TETRACYCLINE-ANTIHISTAMINE-ANALGESIC COMPOUND LEDERLE 


A versatile, well-balanced formula for treating common 
upper respiratory infections, particularly during respira- 
tory epidemics; when bacterial complications are ob- 
served or are likely; when patient's history is positive 
for recurrent otitic, pulmonary, nephritic, or rheumatic 
involvement. 


CuHeEcKs Symptoms: Includes traditional c ynents for 
rapid relief of the traditional nonspecific nasopharyn- 
gitis, symptoms of malaise, chilly sensations, inconstant 
low-grade fever, headache, muscular pain, pharyngeal 
and nasal discharge. 

Available on prescription only. 


Adult dosage for ACHROCIDIN Tablets and new caffeine- 
free ACHROCIDIN Syrup is two tablets or teaspoonfuls of 
syrup three or four times daily. Dosage for children ac- 
cording to weight and age. 


prevents the 


TABLETS (sugar coated) 
Each Tablet contains: 


ACHROMYCIN® Tetracycline 
Phenacetin 

Caffeine 

Salicylamide 

Chlorothen Citrate 

Bottles of 24 and 100. 


SYRUP (lemon-lime flavored) 

Each teaspoonful (5 cc.) contains: 

ACHROMYCIN® Tetracycline 
equivalent to tetracycline HCI 

Phenacetin 

Salicylamide 

Ascorbic Acid (C) 

Pyrilamine Maleate 

Methylparaben 

Propylparaben 

Bottle of 4 oz. 


multifarious sequelae 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York 
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Relieve moderate or severe pain 


Reduce fever 


Alleviate the general malaise of 
upper respiratory infections 


‘TABLOID’ 


maximum codeine analgesia/optimum antipyretic action 


*Subject to Federal Narcotic Regulations 


Wh us se ke tae ee 


Sumbols 


OF 
PROVEN 
PAIN 
RELIEF 


. 
Sr. 2 





Formulas for dependable relief... 


...from moderate to severe pain complicated by tension, anxiety and restlessness. 


‘TABLOID’ 


EMPIRIN COMPOUND 


Acetophenetidin 
Aspirin ( Acetylsalicylic Acid) 
Caffeine 


f . 
Phenobarbital 
Acetophenetidin 
Aspirin (Acetylsalicylie Acid) 


*Subject to Federal Narcotic Regulations 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 














were to examine these patients 


could you 
detect 
the asthmatic on 


\ | ed l¢ )| ? Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 
Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult =e 
> ae 


to spot someone else’s Medrol patient. 
But in vour own patients, vou could see the advantages / 
of Medrol right away. Why not try it? L 


Be 


ADEMARK, RE Ss. PA ‘F mete 








whenever 
he 
Starts 





Nelectay 


New vitamin-mineral supplement 
in delicious chocolate-like nuggets 






Vitamin 8-4. - ime 
Vitamin 8-12 Activity 3 mee 
Pan 4 sm 
ucstinomide 20 me 
There’s nothing easier to give agg yon 
Rutin 12 ™ 
or take- samen Carbonate 125 ~~ 
. 8. Oil ms. 
than Delectavites. Cobalt 0.1 me. 
Fluorine 0.1 mg. 
A real treat... toaine 0.2 me, 
‘a P - Magnesium 3.0 mg. 
Me — 10 ™ 
the children s favorite... — asc 
tops with adults, too. exces” yee 3 


Der One Nugget per day 
sueelied Boxes of 30—one 
month's supply 


f WHITE LABORATORIES, INC, Boxes of 90—three 
PAs montns' supply or 
KENILWORTH, N. J family package 
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ow-All cold symptoms 
can be controlled 


This new timed-release tablet provides: 


... the superior decongestant and antihistaminic 


action of Triaminic 


++. non-narcotic cough control as effective as with 
codeine, but without codeine’s drawbacks 


«+ an expectorant to help the patient expel 


thickened mucus 


. the specific antipyretic and analgesic effect 
of well-tolerated APAP 


.»-the prompt and prolonged activity of 
timed-release medication 


Each Tussacesic Tablet contains: 


TRIAMINGIC® . 1 wo tt ew tw tw ww Om 
(phenylpropanolamine HCl... . 25 mg.; 
pheniramine maleate ....... 12.5 mg.; 
pyrilamine maleate ........ 12.5 mg.) 

Dormethan 


(brand of dextromethorphan HBr). . 30mg. 
Terpin hydrate - 180 mg. 


APAP (N-acetyl-p-aminophenol) . . . 325 mg. 


Also available: 
for those who prefer liquid medication — 
Tussagesic suspension 


In each 5 ml.: Triaminic, 25 mg.; Dormethan, 
15 mg.; terpin hydrate, 90 mg.; APAP, 120 mg. 


Tussagesic timed-release tablets provide 
relief in minutes, which lasts for hours 


firet—3 to 4 hours of 
relief from the 
outer layer 


then—3 to 4 more hours 





of relief from 
the inner core 


Dosage: | tablet in the morning, mid-afternoon, 
and evening, if needed. Should be swallowed 
whole to preserve the timed-release action. 
Suspension: Adults—1-2 tsp. every 3-4 hours; 
Children 6-12 years old—1 tsp. every 3-4 hours; 
Children under 6—dosage in proportion. 


rT. ° * 
new) ussagesIc 
*Contains TRIAMINIC tof) roming noses &. &. and open stuffed noses orally 


SMITH-DORSEY * a division of The Wander Company « Lincoln, Nebraska + Peterborough, Canada 
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in all 
diarrheas 





RE He se? 


Oo po 
4 MILLION co wit 
46 oTeRe? cack’ 
nom! a AND oe 
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¢ MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


Cremomycin is a trademark of Merck & Co., Inc, 
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effective. 
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NEW YORK 17, N. Y. 
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Per cent of “antibiotic-resistant" . e 























stability in gastric acid + rapid, high and sus- 
tained blood levels + high urinary concentrations 
« outstanding palatability in a liquid preparation 


Dosage and Administration: Dosage varies according to the 
severity of the infection. For adults, the average dose is 250 mg. 
q.i.d.; to 500 mg. q.i.d. in more severe infections. For children 
8 months to 8 years of age, a daily dose of approximately 30 
mg./Kg. body weight in divided doses has been found effective. 
Since Tao is therapeutically stable in gastric acid, it may be 
administered at any time, without regard to meals. 

Supplied: Tao Capsules—250 mg. and 125 mg.; bottles of 60. 
Tao for Oral Suspension—1.5 Gm.; 125 mg. per teaspoonful 
(5 cc.) when reconstituted; unusually palatable cherry flavor; 
2 oz. bottle. 

References: 1. English, A. R., and Fink, F. C.: Antibiotics & Chemother. 
(Aug.) 1958. 2. English, A. R., and McBride, T. J.: Antibiotics & Chemother. 
(Aug.) 1958. 3. Wennersten, J. R.: Antibiotic Med. & Clin. Therapy (Aug.) 
1958. 4. Celmer, W. D., et al.: Antibiotics Annual 1957-1958, New York, 
Medical Encyclopedia, inc., 1958, p. 476, 





s‘aphylococci 
thromycin, penicillin 
E chloramphenicol 0 
3 a : 
| ic 
3° o 
ge 
y at oy 
REACTIONS: 
(a) adults (b) children 
Total —0.6% 
well (20 out of 217) (1 out of 167) 
tolerated Skin rash —1.4% Skin rash —none 
. os out of 217) Gastrointestinal — 
0.6% (1 out of 167) 
7.8% (17 out of 217) 
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Much better— 
thank you, doctor” 


P oven in research 


1, Highest tetracycline serum levels 
2. Most consistently elevated serum levels 
8. Safe, physiologic potentiation (with a natural human metabolite) 


A 1d now in practice 


4. More rapid clinical response 


5. Unexcelled toleration 


COSA-TETRACYN 


GLUCOSAMINE-POTENTIATED TETRACYCLINE 


CAPSULES ORAL SUSPENSION NEW! PEDIATRIC DROPS 
(black and white) (orange-flavored ) (orange-flavored) 5 mg. per 
250 mg., 125 mg. 125 mg. per tsp. (5 cc.) drop, calibrated dropper, 
(for pediatric or long- 2 oz. bottle 10 cc. bottle 

term therapy) 


COSA -TETRASTATIN* COSA -TETRACYDIN* 


glucosamine-potentiated tetracycline with nystatin glucosamine-potentiated tetracycline-analgesic- 
antihistamine compound 


Antibacterial plus added protection against : , , 
monilial super-infection For relief of symptoms and malaise of the 
common cold and prevention of secondary 
CAPSULES (black and pink) 250 mg. Cosa-Tetra- complications 
ecyn (with 250,000 u. nystatin) 
CAPSULES (black and orange) —each capsule con- 
ORAL SUSPENSION 125 mg. per tsp. (5 cc.) tains: Cosa-Tetracyn 125 mg.; phenacetin 120 mg.; 


Cosa-Tetracyn (with 125,000 u. nystatin), 2 oz. caffeine 30 mg.; salicylamide 150 mg.; buclizine 
bottle HCl 15 mg. 


REFERENCES: 1. Carlozzi, M.: Antibiotic Med. & Clin. Therapy 5:146 (Feb.) 1958. 2. Welch, H.; Wright, 
W. W., and Staffa, A. W.: Antibiotic Med. & Clin. Therapy 5:52 (Jan.) 1958. 3. Marlow, A. A., and 
Bartlett, G. R.: Glucosamine and leukemia, Proc. Soc. Exp. Biol. & Med. 84:41, 1953. 4. Shalowitz, M.: 
Clin. Rev. 1:25 (April) 1958. 5. Nathan, L. A.: Arch. Pediat. 75:251 (June) 1958. 6. Cornbleet, T.; Chesrow, 
E., and Barsky, S.: Antibiotic Med. & Clin. Therapy 5:328 (May) 1958. 7. Stone, M. L.; Sedlis, A.., 
Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 (May) 1958. 8. Harris, H.: Clin. Rev. 
1:15 (July) 1958. 


CD Science for the world’s well-being *Trademark 


PFIZER LABORATORIES Division, Chas. Pfizer & Co., Inc., Brooklyn 6, New York 
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could you 
detect 
the uveitis patient on 


\ | S d [ ( ‘Fe Probably not. Not without a history. 


First, because he’s more than likely symptom-free. 
Second, because he shows none of the disturbing changes in appearance, 
behavior or metabolism sometimes associated with corticotherapy. 


Even your practiced clinical eye would find it difficult ae 
; - 


to spot someone else’s Medrol patient. 
Medrol »: 


But in vour own patients, you could see the advant: Iges ° 2 disease, 


Upjohn of Medrol right away. W hy not try it? 4 oationt 


he Upjohn Company, Kalamazoo, Michigan 
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abbott's antibiotic triad 











Erythrocin 


against 
Staph-, strep- 
and 


pneumococci 


© 1958, ABBOTT LABORATORIES, NORTH CHICAGO, ILLINOIS 








Stearate 


(Erythromycin Stearate, Abbott) 


indications: 

In infections caused by staphylococci, 
streptococci (including enterococci) and 
pneumococci. Also, against organisms 
that have become resistant to other anti- 
biotics. ERYTHROCIN should be used 
where patients are allergic to penicillin or 
other antibacterials. 


dosage: 

Usual adult dose is 250 mg. every six 
hours; for severe infections, usual dose is 
500 mg. every six hours. Child's dose may 
be reduced in proportion to body weight. 


Supplied: 

In bottles of 25 and 100 Filmtabs (repre- 
senting 100 and 250 mg. of ERYTHROCIN 
activity). Also, in cinnamon-flavored oral 
suspension; 75-cc. bottles. Each 5-cc. 
teaspoonful represents 100 mg. of 
ERYTHROCIN activity. 


® Filmtab — Film-sealed tablets, Abbott; pat. applied for. 


809027 










































SAFETY 


antibiotic 
therapy | 








Now, after more than six years of extensive 
use, there has not been a single serious 
reaction to ERYTHROCIN. Additionally, the 







: often-met problem of resistance has re- 
f mained unusually low with ERYTHROCIN. 

Therapeutically, you'll find ERYTHROCIN 
highly effective against the majority of coc- 


cal organisms. Where severe viral attacks 
occur, ERYTHROCIN may well be the wea- 


pon to counteract those ObGctt 
dangerous complications. 




























blood levels o 


COMPOCILLIN-VK 


Potassium 
Penicillin V 


809136 
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NOW, IN BOTH FILMTAB AND ORAL SOLUTION, patients 
get high penicillin V blood levels with COMPOCILLIN- 
VK. Note the chart. Concentrations are three times 
higher than an equivalent dose of potassium peni- 
cillin G. 


COMPOCILLIN-VK is indicated whenever you desire 
oral penicillin therapy. In severe infections, oral 
penicillin should be supplemented by parenteral 
therapy to obtain the-maximum therapeutic 
response. 


Indications: 

Against all organisms sensitive to oral penicillin 
therapy. For prophylaxis and treatment of complica- 
tions in viral conditions. And as a prophylaxis in 
rheumatic fever and rheumatic heart disease. 


Dosage: 
Depending on the severity of the infection, the usual 
adult dose is 125 to 250 mg. (200,000 to 400,000 units) 
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te | j veight 
Supp ed: 
In Filmtabs, representing 125 mg. (200,000 units) of 
potassium penicillin V, bottles of 50 and 100. In 250 
mg. (400,000 units), bottles of 25 and 10 
For Oral Solution, COMPOCILLIN-VK comes in dry 
granules for easy reconstitution with water. Cherry 
flavored, the granules come in 40 and & 
bottles. Each 5-cc. teaspoon of t represent 
125 mg. (200,000 units) of potassium penicillin V 


CompPoci..in-V® Oral Suspension (Ready-Mixed), 
Hydrabamine Penicillin V, Abbott, comes in 40-cc 
and 80-cc. bottles. Each tasty, banana-flavored 5-cc. 
teaspoonful represents 180 mg. (300,000 ap 

units) of penicillin V. At all pharmacies. | lBbott 
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the most effective antibiotic 


812180 


available against staphylococci 


CRYSTALLIZED 


SPONTIN 


RISTOCETIN, ABBOTT 





PREPARED FROM PURE CRYSTALS 


Provides Outstanding Clinical Effectiveness Against Coccal 
Infections, Including Resistant Staphylococci and Enterococci‘ 


Provides Bactericidal Action Against Coccal Infections’ 


Provides Successful Short-Term Therapy In Endocarditis’ 
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Now, after just 12 months, SPONTIN has become an outstand- 
ing drug of choice against resistant staphylococci, and in 
other serious coccal infections. 

Six papers presented at the Antibiotics Symposium' re- 
ported the effectiveness of SPONTIN against resistant staphy- 
lococcal infections. Clinical reponses involved enterococcal 
endocarditis, staphylococcal pneumonias and staphylococcal 
bacteremias. Many of these patients were going downhill 
steadily—in spite of treatment by other antibiotics 

Toxicity? Careful attention to dosage recommendations has 
practically eliminated toxicity and side effects as serious ol 
stacles to therapy. Also, recent improvements have been 
made in the manufacture of SPONTIN; the drug is now made 
from pure crystals. A recent report? in the Journal of the 
American Medical Association concluded, ‘‘It is our opinion 
that, if proper precautions are observed, ristocetin is a safe 
and potent agent to employ in the treatment of staphylococca 
infections."’ 

lf you do not have the revised literature on this lifesaving 
antibiotic, please contact your Abbott. Representative soon; 
or write direct to Abbott Laboratories, North Chicago, Illinois. 


INDICATIONS: Against a wide range of staphylococcal, 
streptococcal, pneumococcal and enterococcal infections. A 
drug of choice for treating serious infections, particularlythose 
caused by organisms that resist all other antibiotics 
DOSAGE: Administered intravenously. In pneumococcal, 
streptococcal and enterococcal infections, a dosage of 25 
mg./Kg. will usually be adequate. Majority of staphylococcal 
infections will be controlled by 25 to 50 mg./Kg. per day. It is 
recommended that the daily dosages be divided into two or 
three equal parts at eight- or 12-hour intervals. 


SUPPLIED: In vials containing a sterile, lyophilized powder, 
representing 500 mg. of ristocetin A activity. al 
Be sure your hospital has it stocked. BG ott 
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| THE RATIONALE 
FOR THE 
‘USE OF VITAMINS 
IN © 
FORESTALLING 
INFECTIONS 





Many clinicians believe that good nutrition plays a significant role in preventing bacterial 
infections, and that immunity depends on adequate vitamin levels. Tisdall’ states 

that “a low intake of a number of vitamins, a low intake of minerals, and a change in 

the quality of protein can all lower resistance to infection.” 


Other studies show the important role of the B vitamins in antibody formation. 

Thus, Nutrition Reviews? reports: “Present evidence indicates that certain B vitamins, notably 
pyridoxine, pantothenic acid and folacin, play a significant role in antibody synthesis.” 
According to Pollack and Halpern,’ “Under-nutrition leads to increased susceptibility to infection 
and decreased resistance to established disease.” And “vitamin deficiency states 

also may adversely influence circulating antibodies.” 


Halpern‘ reports that “good nutrition is important for optimal resistance to infection, for a 
superior tissue capability to cope with disease and injury, and for maximum antibody 
production ... nutrition participates in the prophylaxis against most acute infections...” 


, 


And while MacBryde® feels that evidence is lacking to support the view that a higher than 
normal intake of vitamins will improve resistance to infection, he also states: “Restoration of 
nutrition to normal exerts a favorable influence on practically all disease conditions. . . 
Often the outcome will depend more upon the correction of the malnutrition than upon any 
therapy directed toward the malady.” 


THERAGRAN 


SQUIBB VITAMINS FOR THERAPY 


now expanded to include additional essential vitamins — 


and at WO Ca tra cost lo your patu nis 


Each Theragran Capsule supplies: 
a 25,000 U.S.P. units 
EM eee ssecvnvnvess «4 eo See 
Thiamine Mononitrate... . . . ... . . « + Omg. 
Eee ee a a eC 
ER gail a ely ig et ab ee oo « « Mae. 
is > «6 « & e.¢ 6 e 6 « «ae 
Pyridoxine Hydrochloride . . teense OO 
Calcium Pantothenate . . . . ee coors OT 
Vitamin B,, Activity Concentrate . . 7 © © Smeg. 


Dosage: 1 or more capsules daily as indicated, 
Supply: Family Packs of 180. Bottles of 30, 60, 100 and 1,000, 


References: 1. Tisdall, F. F.: Clinical Nutrition, ed. by Joliffe, N.; Tisdall, F. F., and Cannon, P. R.: Paul B. 
Hoeber, Inc., New York, 1950, p. 748. 2. Nutrition Reviews, 15:47, (Feb.) 1957. 3. Pollack, H., and Halpern, 
S. L.: Therapeutic Nutrition, National Academy of Sciences and National Research Council, Washington, D. C., 
1952, p. 18. 4. Halpern, S. L.: Ann. N. Y. Acad. Science 63:147, (Oct. 28) 1955. 5. MacBryde, C. N.: Signs 
and Symptoms, J. B. Lippincott Co., Phila., 3rd Ed. 1957, p. 818. 
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SQUIBB ae Squibb Quality —The Priceless Ingredient 


*Theragran’® is a Squibb trademark. 



















PREVENT 


both cause and fear of 


ANGINA _ 
ATTACKS =. 


use 


Miltrate 


NEW DOVETAILED THERAPY COMBINES IN ONE TABLET 











—_ 


prolonged relief from sustained coronary 
anxiety and tension with vasodilation with 
® 
MILTOWN’ =~ PETN 
The original meprobamate, pentaerythritol tetranitrate 
discovered and introduced a leading, 





by Wallace Laboratories long-acting nitrate 









“In diagnosis and treatment [of cardiovascular diseases] ...the physician 
must deal with both the emotional and physical components of the problem 
simultaneously.’”! 

The addition of Miltown to PETN, as in Miltrate,“...appears to be more effective 
than [PETN] alone in the control of coronary insufficiency and angina pectoris.”’? 


Miltrate is recommended for prevention of angina attacks, not for relief of acute attacks. 











Supplied: Bottles of 50 tablets. 

Each tablet contains: 200 mg. Miltown + 10 mg. pentaerythritol tetranitrate. 
Usual dosage: 1 or 2 tablets q.i.d. before meals and at bedtime. 

Dosage should be individualized. Fi il sup) 


1. Friedlander, I. S.: The role of atarazics in cardiology. Am. J. Card. 1:395, March 1958. 
2. Shapiro, S.: Observations on the use of meprobamate in cardiovascular disorders. Angiology 8 :504, Dec. 1957. 


aaa (8 WALLACE LABORATORIES, New Brunswick, N.J. 
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new order of magnitude in corticosteroid therapy’ 


he great corticosteroid era 
pened ten years ago 


ith the introduction of CORTONE® (cortisone). 











oday, MERCK SHARP & DOHME proudly 
resents the crowning 

chievement of the first corticosteroid 
ecade—DECADRON (dexamethasone) 
—a new and unique compound, which 

: brings a new order of magnitude 


“to corticosteroid therapy . 


to treat more patients more effectively 


MSD ¢— 





a new 
~ order of 
magnitude 


References: 

1. Boland, E.W.: California Med. 
88:417 (June) 1958. 

2. Bunim, J.J., et al.: Arthr. & 
Rheum. 1:313 (Aug.) 1958. 


Rheum. Assoc., June 21, 1958, 
San Francisco, Cal. 


4. Bunim, J.J., et al.: Paper 
read before the Am. Rheum. 
Assoc., June 21, 1958, San 

Francisco, Cal. 





In Anti-Inflammatory Potency — 


DECADRON “possesses greater anti-inflammatory potency 
per milligram than any steroid yet produced,""! and is “the 
most potent steroid thus far synthesized.'’? Milligram for 
milligram, it is, on the average, 5 times more potent than 
6-methylprednisolone or triamcinolone; 7 times more potent 
than prednisone; 28 times more potent than hydrocortisone; 
and 35 times more potent than cortisone. 


In Dosage Reduction 


Thanks to this unprecedented potency, DECADRON is 
“highly effective in suppressing the manifestations of 
rheumatoid arthritis when administered in remarkably small 
daily milligram doses.'’? in a number of cases, doses as low 
as 0.5-0.8 mg. proved sufficient for daily maintenance. The 
average maintenance dosage in rheumatoid arthritis is about 
1.5 mg. daily. 


In Elimination and Reduction of Side Effects 


Virtual absence of diabetogenic activity, edema, sodium 

or water retention, hypertension, or psychic reactions has 
been noted with DECADRON.!2:34 Other “classical” 
reactions were less frequent and less severe. DECADRON 
showed no increase in ulcerogenic potential, and digestive 
complaints were rare. Nor have there been any new or 
“peculiar” side effects, such as muscle wasting, leg cramps, 
weakness, depression, anorexia, weight loss, headache, 
dizziness, tachycardia or erythema. Thus DECADRON 
introduces a new order of magnitude in safety, 
unprecedented in corticosteroid therapy. 

















in Therapeutic Effectiveness 


With DECADRON, investigators note ‘‘a decided intensification 
of the anti-inflammatory activity’? and antirheumatic 
potency.‘ Clinically, this was manifested by a higher degree 
of imp.cvement in many patients, previously treated with 
prednisteroids,? and by achievement of satisfactory control 

in an impressive number of recalcitrant cases.** 








In Therapeutic Range 

More patients can be treated more effectively with DECA- 
DRON. Its higher anti-inflammatory potency frequently brings 
relief to cases resistant to other steroids. Virtual freedom 
from diabetogenic effect in therapeutic dosage permits 
treatment of many diabetics without an increase in insulin 
requirements. Absence of hypertension and of sodium and 
fluid retention alhows effective therapy of many patients with 
cardiovascular disorders. Reduction in the incidence and 
severity of many side effects extends the benefits of therapy 
to numerous patients who could not tolerate other steroids. 
And a healthy sense of well-being, reported by nearly all pa- 
tients on DECADRON, assures greater patient cooperation. 





— 


To treat more patients more effectively 
in all allergic and inflammatory disorders 
amenable to corticosteroid therapy 





DOSAGE AND ADMINISTRATION 


With proper adjustment of dosage, 
treatment may ordinarily be 
changed over to DECADRON 

from any other corticosteroid 

on the basis of the following 
milligram equivalence: 


One 0.75 mg. tablet of DECADRON (dexamethasone) replaces: 


t | + | + | + 


One 4 mg. One 5 mg. | One 20 mg. One 25 mg. 


tablet of tablet of ' 
: : tablet of tablet of 
methylprednisolone or prednisolone or hydrocortisone cortieone 
triamcinolone prednisone 


SUPPLIED: 


As 0.75 mg. scored penta- 
gon-shaped tablets; also as 
0.5 mg. tablets to provide 
maximal individualized 
flexibility of dosage ad- 
justment. 


Detailed literature is available to physicians on request. 


*DECADRON is a trademark of Merck & Co., Inc. 
©1958 Merck & Co., Inc. 


MOO Merck Sharp & Dohme phitadelphia 1, Pa 


Division of Merck & Co., Inc. 


DEXAMETHASONE 

















ANNOUNCING 
a new order of magnitude in corticosteroid therant! 
























nasal and paranasal congestion 
and control secondary invaders 


Now, a single unique preparation, 


Trisulfaminic, can provide dramatic 
relief from congestion, and at the same 
time protect the patient from secondary 
bacterial invaders. Often within min- 
utes of the first dose, congestion begins 
to clear; the patient can breathe again. 


Trisulfaminic is particularly valuable 
for the “almost well’ patient who is re- 
covering from influenza but is left with 
congested nasal and bronchial passages. 
And for patients with purulent rhinitis, 
sinusitis or tonsillitis, combination ther- 
apy with Trisulfaminic offers a most 
realistic approach to total treatment. 


Oral Deconge Action, Through 
the action of Triaminic, nasal patency 


‘Trisulfaminic 


TRIAMINIC PLUS TRIPLE SULFAS 


Each Tablet and each 5 ml. teaspoonful of 


Suspension contains: 


Triaminic® 25 mg. 
& 


(phenylpropanolamine HCl. 12.5 mg.; 

pheniramine maleate 6.25 mg.; 

pyrilamine maleate 6.25 mg.) 
Trisulfapyrimidines U.S.P. 


0.5 Gm. 


is achieved rapidly and dramatically. 
Adequate ventilation helps eliminate 
mucus-harbored pathogens. And be- 
cause Trisulfaminic is administered 
orally, there is no problem of rebound 
congestion, no pathological change 
wrought in the nasal mucosa. 


Wide-Spectrum Action. Secondary bac- 
terial infections, which are always a 
threat in upper respiratory involve- 
ment, are forestalled by the wide-spec- 
trum effectiveness of triple sulfona- 
mides. This added antibacterial protec- 
tion makes Trisulfaminic highly useful 
in treating the debilitated patient who 
is prone to lingering or frequently 
recurring colds. 


tablets and 
suspension 


Dosage: Adults—2 to 4 tablets or 
teaspoonfuls initially, followed by 2 
tablets or teaspoonfuls every 4 to 6 
hours until the patient has been 
afebrile for 3 days. Children 8 to 12 
years—2 tablets or teaspoonfuls 
initially, followed by 1 tablet or 
teaspoonful every 6 hours. Younger 
children—dosage in proportion. 


SMITH-DORSEY «+ a division of The Wander Company «+ Lincoln, Nebraska + Peterborough, Canada 
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the chill 


the sneeze 


> 
* 


the cough 


the aches 


> 


the fever 


in the common cold 
and other upper respiratory infections... 


the @nly such preparation to con- a, antibacterial 
tain penicillin V to» curb bacterial analgesic 
complications .., action ¢ antipyretic 
antihistaminic 





‘ mood-stimulating 


Supplied: Capsules; vials of 36. Each capsule contains: penicillin V (100,000 units), 62.5 mg.; salicy!- 
amide, 194 mg.; promethazine HCl, 6.25. mg.: phénacetin, 130 mg.; mephentermine sulfate, 3 mg 


a 


Pen-Vee-Cidin 


Penicillin V, Salicylamide, Promethazine Hydrochloride, Phenacetina, Mephentermine Sulfate Philadelphia 1, Pa 


wn 





Low 
Dos 


AYNEX 


Sulfamethoxypyridazine Lederie 


GU. 
Infections 


Unusual Antibacterial and Anti-infective Properties— More soluble in acid urine’... higher and 
better sustained plasma levels than any other known and useful antibacterial sulfonamide.* 


Unprecedented Low Dosage—Less sulfa for the kidney to cope with . . . yet fully effective. A single 
daily dose of 0.5 to 1.0 Gm. maintains higher plasma levels than 4 to 6 Gm. daily of other sulfona- 


mides—a notable asset in prolonged therapy.? 


Dosage: The recommended adult dose is 1 Gm. (2 tablets) the first day, followed by 0.5 Gm. (1 
tablet) every day thereafter, or 1 Gm. every other day for mild to moderate infections. In severe 
infections where prompt, high blood levels are indicated, the initial dose should be 2 Gm. followed 
by 0.5 Gm. every 24 hours. 


KYNEX—WHEREVER SULFA THERAPY IS INDICATED 


Tablets: Each tablet contains 0.5 Gm. (7% grains) of sulfamethoxypyridazine. Bottles of 24 and 100 tablets. 


Syrup: Each teaspoonful (5 cc.) of caramel-flavored syrup contains 250 mg. of sulfamethoxypyridazine. 
Bottle of 4 fl. oz. 


references 
1 Seteie, i and Jackson, G.G.: Prolonged Treatment of Urinary-Tract Infections with Sulfamethoxypyridazine. New England J. Med. 
1-7, 19 


2. Editorial: New Englend J. Med, 258:48-49, 1958. 


LEDERLE LABORATORIES, 2a Division of AMERICAN CYANAMID COMPANY, Pear! River, New York E> 
*Reg U.S. Pat, Off. 
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FINNERTY, F. A., Buchholz, J. H. and Tuckman, J.: J.A.M.A. 166:141, 

Jan. 11, 1958. 

DIURIL (Chlorothiazide) given alone to 85 patients, “. . . caused an excellent 
diuresis, with reduction of edema, weight, blood pressure, and albuminuria. . . . 

The average effective dose was found to be 1 Gm. per day by mouth. . . . The usually 
excellent response coupled with the absence of significant toxicity and lack of 
development of drug resistance makes chlorothiazide ideal for the prevention 

and treatment of toxemia.” 


DOSAGE: one or two 500 mg. tablets of DIURIL once or twice a day. 


SUPPLIED: 250 mg. and 500 mg. scored tablets DiURIL (chlorothiazide); 
bottles of 100 and 1,000. 


Oivrit is a trademark of Merck & Co., Inc, 


©1958 Merck & Co., Inc; 


MERCK SHARP & DOHME bivision of MERCK & CO., Inc., Philadelphia 1, Pa. Oo 
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Exactly how 





does new Halodrin* restore the 
“premenopausal prime” 


in postmenopausal women? | 


Webster defines “prime” as the period of greatest health, strength, and beauty. In a woman, these are the 
childbearing years between puberty and menopause—the years when her hormone production is highest. 

The inevitable reduction in this hormone production as she enters the menopause often results in physical 
discomfort in the form of hot flushes, nervousness, insomnia, or a multiplicity of other symptoms with which 
you are familiar. Superimposed on this physical picture is the psychic trauma brought on by this unavoidable 
evidence of aging. The thing that brings her to a physician is simply that she “feels bad.” 

You can’t make her 35 again—but the odds are good that you can make her feel like it! The secret is a 
combination of reassurance and hormones. The exact form and amount of the former defy objective analysis, 
but the latter can now be provided with scientific precision. Reduced to essentials, here is the explanation ot 
exactly how hormones—in the form of Upjohn’s new Halodrin—restore the “premenopausal prime.” 

The normal premenopausal woman excretes estrogens in the urine in the form of estradiol, estrone, and 
estriol, in an approximate 28-day average ratio of 39:15:46. Starting with this urinary excretion of estrogens, 
it is possible to calculate backwards and estimate the amount of estradiol that must have been secreted endo- 


genously in order to produce these urinary levels. This is possible because the proportion of estrogens which 








appears in the urine following parenteral administration has been established in castrated women. 
On this basis, the average endogenous output of estrogens is about 160 micrograms per day during a 
menstrual cycle, and 80 micrograms per day in postmenopausal women (see chart opposite). Therefore. the 
restoration of the “premenopausal prime” in the postmenopausal woman requires the replacement of aporcxi- 
mately the equivalent of the 80 micrograms of estradiol per day that she no longer secretes endogenously. 
Oral ethinyl! estradiol is about 2 to 2" times as potent as parenteral estradiol. Therefore, the replacement 
of 80 micrograms of endogenous estradiol production per day is accomplished by the oral administration 
of 32 to 40 micrograms of ethinyl estradiol per day. 
Each Halodrin tablet contains 20 micrograms of ethinyl estradiol, which means that the recommended 
dosage of 2 tablets per day provides 40 micrograms of ethiny! estradiol. This offsets the loss of 80 micrograms 
of endogenous estradiol production in the menopausal woman; i.e., restores the “premenopausal prime.” 
Each Halodrin tablet also contains 1 mg. of Upjohn-developed Halotestin* (fluoxymesterone)—the most 
potent oral androgen known. The primary purpose is to “buffer” the ethinyl estradiol just enough to prevent 
breakthrough bleeding, which is obviously undesirable in the menopause. It also exerts other beneficial hor- 


monal effects, one of which, in common with ethinyl estradiol, is a powerful anabolic action so desirable in 


patients of advanced years. jjohn | 
COPYRIGHT 1958, THE UPJOHN COMPANY 


STRADEMARK, REG. U.S. PAT. OFF. 














Estradiol mecg./24 hrs. 


Endogenous estrogen secretion (mecg./24 hours) 


(calculated from average 24-hour urinary excretion 


of estradiol, estrone, and estriol) 


Menstruation 
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Average daily secretion, 
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Average daily secretion, 


postmenopausal 
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Days from ovulation 
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Annual Clinical Conference 
CHICAGO MEDICAL SOCIETY 
MARCH 2, 3, 4 and 5, 1959 


Palmer House, Chicago 


Daily Half-Hour Lectures by Outstanding Teachers and Speakers on subjects of interest to both general 
practitioner and specialist 


Panels on Timely Topics Teaching Demonstrations 
Medical Color Telecasts Instructional Courses 
Scientific Exhibits worthy of real study and helpful and time-saving Technical Exhibits 


The Chicago Medical Society Annual Clinic Conference should be a MUST on the calendar 
of every physician. Plan now to attend and make your reservation at the Palmer House. 








Both CENTRAL ana PERIPHERAL 


Sehtte of coudhy 
coud Auulpp 


ANTITUSSIVE - DECONGESTANT. + ANTIHISTAMINIC 


Combines : - Exch teaspoouful Cia ne 


plus 


[[iatlivep LABORATORIES 


NEW YORK 18. N.Y 


EXEMPT NARCOTIC 
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unrelated chemically to any 
other drug in current use 





designed to be equall effective as both 
a MUSCLE RELAXANT 
aTTRANOL ILIZER 


Nancopal 


the first true*TRANOUILANANT” 
offering new freedom for your patients... from muscle spasm, 


. * . > . , - > " 2 i . * 
from tension and ana uety, from side effe cts x tran-qui-lax-ant (tran’kwi-lak’sant) 
{ <L. tranquillus, quiet; L. laxare, to 


loosen, as the muscles] 


EXCEEDS OLDER DRUGS UP TO 4 TIMES IN PERCENTAGE OF CLINICAL EFFICACY (tichtman 


The results of clinical studies of over 4000 patients by 105 physicians demonstrate that TRANCOPAL often is effective when 
other drugs have failed. From these studies it is clear that TRANCOPAL probably can provide more help for a greater number of 
tense, spastic, and/or emotionally upset patients than any other chemotherapeutic agent in current use. 


EXCELLENT 
EXCELLENT 
GOooD 
EXCELLENT 
EXCELLENT 
GooD 
FAIR 
POOR 


GOOD 
FAIR 
POOR 


FAIR 


35 (28%) poor 





38 (23%) 
21 (17%) 
19 (15%) 

12 (19%) 


IN MUSCULOSKELETAL 
DISORDERS 


100 (14%) 


EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 
EXCELLENT 


Gooo 
FAIR 
POOR 
POOR 


IN PSYCHOGENIC 


41 (23%) 


DISORDERS 





ichtman 


ve when 
mber of 


rRANCOPAL...the first true “tranquilaxant” 


Both a muscle relaxant and a calmative agent. 
= 
in musculoskeletal disorders, 91 per cent effective. 


Dee 
in anxiety and tension states, 93 per cent effective. 


SS... 
Lower incidence of side effects than with zoxazoiamine, 
methocarbamol or meprobamate. 


See 
No known contraindications. Blood pressure, pulse 


rate, respiration and digestive processes unaffected 
by therapeutic dosage. No effects on hematopoietic 
system or liver and kidney function. 

i 
Low toxicity. In animals, even less toxic than aspirin. 
_ ————— 
No gastric irritation. Can be taken before meals. 
aime imeem mememaiamiemamaciammmnaaiaat 
No clouding of consciousness, no euphoria or 
depression. 

=e itieacmaaammmcam tae eaeammmmmmimmmmm 
No perceptible soporific effect, even in high dosage. 


MUSCULOSKELETAL CONDITIONS 
2929 Patients 


+ 


+ OS 
. POO! 


PSYCHOGENIC CONDITIONS 
1163 Patients 


TOTAL 4092 Patients 


MAJOR IMPROVEMENT 
84% 





Compare Trancopal with 3 widely 
used central relaxants 


FOR ACTIVITY 


ngle Dose 


TRANCOPAL ay 


Me bomoate 9 


mine 


.* @ % : a. 
tid 


above 


500 mg 


Considering the usual human dose, Trancopal, the 
first true “tranquilaxant,” is four to ten times as 
potent per milligram. 


FOR SAFETY 


Mice — LD 
Safety Ratio 
Usual Human Dose 


|. == 


TRANCOPAL Meprobamate 2x0 rolamine Methocarborr 


Comparative pharmacologic tests showed that 
Trancopal is up to thirteen times as safe, or up 
to thirteen times less toxic. The measure of safety 
was the LDso in mice/usual human dose. 


FOR CLINICAL EFFECTIVENESS 


re y i , : 
a , 


TRANCOPAL Meprobamate Methocarbomo! Zoxazolamine 

A clinical comparison in low back pain, torticollis, 
bursitis and anxiety states showed that Trarcopal 
is up to four times as effective. Each of 40 pa- 
tients received all four drugs in random rotation 
for several days. While each of the four drugs 
gave some relief, only the one providing the most 
effective relief was recorded. 


INDICATIONS 
Psychogenic 
Anxiety and 
tension states 
Neck pain Dysmenorrhea 
Aceladiee) It) Premenstrual 
Bursitis tension 
Rheumatoid arthritis Asthma 
OF (-ter- adalah aks Emphysema 
Disc syndrome Angina 
Fibrositis 
Mle}ialmelielge(-16-) 
(ankle sprain, Muscle spasm in 
tennis elbow, etc.) paralysis agitans, 
Myositis multiple sclerosis, 
Postoperative hemiplegia, 
myalgias poliomyelitis 


Musculoskeletal 


Low back pain 
(lumbago) 


Neurologic 


TRANCOPAL thoroughly 


evaluated clinically 


“In the treatment of conditions associated with skeletal muscle 
spasm there was a high percentage of satisfactory results 
(excellent, good or fair) in 310 patients (94%) out of 331 treated. 
. .. In 120 patients with simple anxiety or tension states results 
were satisfactory in 114 (95%). Dosage of chlormethazanone 
in all cases was 100 mg. t.i.d. As well as relieving the anxiety 
or tension state, chlormethazanone also allowed these patients 


to resume their usual occupations.” (Lichtman) 


—_ 


liaecopal 


the first true “TRANQUILAXANT” 


Dosage: One Caplet (100 mg.) oraliy three or four times daily. Relief 
of symptoms occurs in fifteen to thirty minutes and lasts from four to six 
hours. 


Supplied: Trancopal Caplets® (scored) 100 mg., bottles of 100. 


(| )nathorop Laboratories « New York 18, N. Y. 


* Baker, A. B.: Modern Med. 26:140, April 15, 1958. - Cohen, A. |.: In preparation. + Cocperative 
Study, Department of Medical Research, Winthrop Laboratories. - Gesler, R. M., and Coulston, F.: 
Toxicol, & Appi. Pharmaco!. To be published. + Gesler, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. 
Therap. 122:24A, Jan., 1958. + Gesier, R. M., and Surrey, A. R.: J. Pharmacol. & Exper. Therap 
122:517, April, 1958. + Lichtman, A. L. : Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. - Surrey, 
A. 8. ; Webb, W. G., and Gesiler, R . M.: J. Am. Chem. Soc. 80:3469, July 5, 1958. 


Printed in U. S.A. 11-58 (3928) 
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TRI-AZO-MUL 
TRI-AZO-TABS 


TRI- AZO- MUL 


Each 100 c.c. contains 


SULFADIAZINE (microcrystalline) 3.381 Gm 
SULFAMERAZINE (microcrystalline) 3.381 Gm 
SULFAMETHAZINE (microcrystalline) 3.381 Gm 


In a palatable, stable emulsion pleasantly 
flavored with True Raspberry Flavor. 


Each average teaspoonful (80 min.) rep- 
resents .5 Gm. (7.7 grs.) of these 3 com- 
bined sulfa drugs in suspension 


TRI- AZO - TABS 


each tablet contains .5 Gm. (7.7 grs.) of 
the above three combined sulfa drugs. 


Triple Sulfas (Meth-Dia-Mer) Sulfona- 
mides remain unsurpassed among sulfa 
drugs for Highest potency . Wide Spec- 
trum . Highest blood levels . Safety 
Minima side effects 


Supplied in pint bottles only. 
Tablets in bottles of 100, 500, 1000. 


FIRST TEXAS 


Chemical Manufacturing Company 


1903-1958: Celebrating 55 Years of Making FINE PHARMACEUTICALS 


1810 N. Lamar 
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| 
For patients over 40, The G POINT (point of ‘eS eee, -——++ 
declination in life) can be postponed! i - Cc DEF = = @ me 
P. _ —_ G + ge “ 
roperly balanced Androgen Estrogen GROWTH) (MATURAT, . es 
nutritional therapy may prevent premature ( ON) (DECLINE) 
aging and damage of gonadal decline and 
nutritional inadequacy. Each Magenta Soft Gelatin Capsule contains: 
Complaints of symptoms such as muscular Methyltestosterone ____ 2mg. Thiamine Hel. .____ 2mg 
: . -_ ss . Ethiny! Estradiol _.._ 0.01 mg ee 2mg 
pain, fatigue, irritability, and poor appetite ie . aan aa... eben 
in the patient over 40 may be the first indi- Rutin ____. . 10mg. Niacinamide _ 20mg 
cations of three major stress factors in the Ascorbic Acid _. 30mg. Manganese. Img 
: EE . Imeg. Magnesium . 5mg 
aging process: (1) Gonadal Hormonal Imbal- iubdieean . “OSen tile. 0.15 mg 
ance, (2) Nutritional Inadequacy and (3) Emo- Cobolt _____ 0.1 mg. Potassium —________ : mg 
H li : . Cepeelnucemee O39. BWat.ecceceses==== mg 
tional Instability. GERITAG is especially for- ae ak Gaeta. es 
mulated to guard against premature damage Vitamin D_____ 400 1.U. Methionine __.______ 20 mg 
EEE ThLU SS ae 20 mg 


and to delay the degenerative process. 
Rx GERITAG in preventive geriatrics. 


*Chappel, C.C., J.A.M.A., 162: 1414, (Dec. 8) 1956 S.J. TUTAG & COMPANY 


Write for Latest Technical Bulletins 


DETROIT 34 MICHIGAN 





Of course, women like ““Premarin”’ 





Therapy for the menopause syndrome Doctors, too, like “Premarin,” because 
should relieve not only the psychic it really relieves the symptoms of the 
instability attendant the condition, but menopause. It doesn’t just mask them — 
the vasomotor instability of estrogen it replaces what the patient lacks — 
decline as well. Though they would have natural estrogen. 

a hard time explaining it in such medi- 


cal terms, this is the reason women “PR EMARIN “4 


like “Premarin.” conjugated estrogens (equine) 


Ayerst Laboratories * New York 16, New York « Montreal, Canada 
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OKLAHOMA CITY 
4030 N.W. 10th St. © WIndsor 3-4474 





G-E molded cassettes cost less— 
last far longer! 


Molded-rubber frame cushions jolts, keeps front and back of 
cassette in true alignment. Built-in glass-fiber pad gently squeezes 
screens and film for uniform contact always. “Slide-easy” latches 
release at light finger pressure, resist accidental opening. Molded- 
rubber seal prevents entry of light. Exclusive rubber hinge — 
thoroughly proved in Y2-million flexings that left it bonded as 
firmly as at time of manufacture! 


PRICES: 5x7—$14.00 64x 84%—$16.50 8x10—$18.00 11x14—$23.25 


Your one-stop direct source for the 


FINEST IN X-RAY 


apparatus...service... supplies 


DIRECT FACTORY BRANCHES 








7x17—$23.50 10x12—$20.00 14x17—$25.25 


TULSA 
1101 S. Main St. ¢ Dlamond 3-7163 











CREDIT SERVICE 


330 American National Building 
Oklahoma City, Oklahoma 


ee 2 @ 


We offer a dignified and effective collection service 
for doctors and hospitals located anywhere in the 
State. Write for information. 


x** 


Members of: 
American Collectors Association 
and 
National Association of Medical-Dental Bureaus 


xx* 


34 YEARS 


Experience in Credit and 
Collection Work 


Robt. R. Sesline, Owner and Manager 











Thirty-Five Years 


of 
Complete Supply Service 
To Physicians 


OKLAHOMA OKLAHOMA 
OWNED OPERATED 


MEMBER. 





——OUR REPRESENTATIVES TOO SERVE YOU 





Joe Snider J. B. Dixon Tom Brennon 
Wendell Stockton Don Milburn Bill Hughes 
Bus Ecker James Pratt 


MELTON CO., INC. 


FO 5-7481 — Oklahoma City — 20 West Main 
TULSA, OKLA. AMARILLO-WICHITA FALLS, TEX. 
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real relief: 








Ha For Real Phin ...give 








SESS ERIE aSRRE DSSS ae 200 mg. (3 grains 
Faaeactiia Vr a ae ~ 3 Of en 1 or 2 tablets. 
id RET 30 mg. (12 grain) 


Demerol hydrochloride. 30 mg. (1/2 grain) Narcotic blank required. 


Potentiated Pain Relief 


WINTHROP LABORATORIES 
New York 18, N. Y. © Windsor, Ont. 


Demerol (brand of meperidine), 
trademark reg. U.S. Pat. Off. 





Todays Health 


A GOOD BUY IN PUBLIC RELATIONS 


Place it in your reception room 


Today’s Health is published for the American Family by the 
American Medical Association, 535 N Dearborn St.—Chicago 10, Illinois 


Give your subscription order to a member of your local 
Medical Society Woman’s Auxiliary, who can give you Special Reduced Rates. 
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Mazola® Corn Oil. ..a palatable food 


effective in the manag 


ent and control 


of serum chole erol levels 


Extensive clinical tests show that when the 
diet contains an adequate amount of Mazola 
Corn Oil, serum cholesterol levels tend to be 
normal ...high blood cholesterol levels are 
lowered, normal levels maintained. 

Fortunately for both physician and patient, 
Mazola Corn Oil is not only rich in unsatu- 
rated fatty acids, it is also a delicious food. 
It becomes an enjoyable and normal part of 
the patient’s daily meals—no complicated or 
special diet is required. 

Here is a therapy easy for you to prescribe, 
easy and pleasant for your patients to follow. 


Nutritional authorities generally recom- 
mend that fats should provide no more than 
30% of the total calories. In cholesterol-low- 
ering diets from one-third to one-half of these 
fats should be unsaturated, such as in Mazola 
Torn Oil. 


et? 


CORN PRODUCTS 
REFINING COMPANY 
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IN COOKING OR SALADS 


Mazola Corn Oil is a superlative cooking 
oil as well as a delicious salad oil. 
Adequate amounts can be eaten daily— 
in a wide variety of salad dressings and 
in a great number of fried and baked 
foods. 


MOST EFFECTIVE 


Pure, clear, bland and odorless. Mazola 
Corn Oil is stable and dependable, pro- 
viding the full measure of cholesterol- 
lowering unsaturated fatty acids char- 
acteristic of corn oil. 


r: 
ECONOMICAL 


Mazola Corn Oil is sold in grocery stores 
throughout the country, is available 
everywhere. Its comparatively low cost 
makes it as economical as it is effective. 


MAZOLA* CORN Olt is a rich source of un- 
saturated fatty acids. It can form a regular 
part of the diet without major changes in 
eating habits to provide an effective un- 
saturated oil as a part of the daily meals. 


EACH TABLESPOONFUL OF MAZOLA CORN 
OIL PROVIDES NOT LESS THAN: 


Linoleic Acid . . > , 7.4 Gm 
Sitosterois ..... ‘ 130 mg 
Natural Tocopherols . . 15 mg 
TYPICAL AMOUNTS PER DIET 
For a 3600 calorie diet 3 tablespoonsfu! 


For a 3000 calorie diet 
For a 2000 calorie diet 


*Reg. U.S. Pat. Off. 


2.5 tablespoonsful 
1.5 tablespoonsfu! 
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PROTECTION AGAINST LOSS OF INCOME 
FROM ACCIDENT AND SICKNESS AS 
WELL AS HOSPITAL EXPENSE BENE- 
FITS FOR YOU AND ALL YOUR ELI- 
GIBLE DEPENDENTS. 


All PHYSICIANS All 


COME FROM 60 To 


SURGEONS 





DENTISTS 





PHYSICIANS CASUALTY & HEALTH 
ASSOCIATIONS 
OMAHA, 31, NEBRASKA 
Since 1902 


Hand Prof | Appointment 
Book sent to you FREE upon request. 








ADVERTISE IN 


THE 


JOURNAL 
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CHRONIC 
BRONCHITIS 


Of 
INFECTIOUS 
DERMATITIS? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


VARIDAS at OV 


come LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River. New York 
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SIGN OF GOOD TASTE 








PLAN TO ATTEND THE 
53rd ANNUAL MEETING 


of the 


OKLAHOMA STATE 
MEDICAL ASSOCIATION 


April 20, 21, 22, 1959 Mayo Hotel 


TULSA, OKLAHOMA 
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ANKLE 
SPRAINED 


Of 
SINUS 
INFLAMED? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


Ca=> 


BUCCAL: 


“ LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 
Pear! River, New York 


STREPTOKINASE -STREPTODORNASE 











DedUh Stenorette 


DICTATION 
MACHINE 


$17950 


Plus Tax 








“WIRED 


ELECTRIC TYPEWRITER 


Call or Write for Demonstration 
BUSINESS MACHINES CO. 
P.O. Bo 


i 1322 NW 23 x i171 
JA 5-5222 DI 3-3532 
OKLA. CITY TULSA 














the peak of hospitality at PIKES PEAK 
The ANTLERS 


The largest and finest hotel in Colorado 
Springs completely remodeled, In the center 
of déwntown — within walking distance of all 
activities. 300 luxurious rooms, surrounded by 


ype"? 


fifteen acres of gardens. Beautiful view of 


Rockies from Terrace 


Home of the famous GOURMET ROOM 
Night Club. Golf. tennis year-around ice 
skating and many other sports nearby 





~ 
~~ 
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The 
All-Family 
Drink! 


fol me Ze]! immetolaslol(-i i Milal-i'ig-lalet- Mal 1-1). an 


~ PROFESSIONAL 
xx PERSONAL 
x PROPERTY 


CHOICE OF THE OKLAHOMA 
STATE MEDICAL ASSOCIATION 
FOR PROFESSIONAL 

Ty See THERE IS A SAINT PAUL AGENT IN YOUR 


COMMUNITY AS CLOSE AS YOUR PHONE 
Oklahoma Office 
519 Mercantile Bldg 


Oklahoma City, Okla 
REgent 6-4487 
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[ 
FRACTURED 
TIBIA? 


ACCELERATE THE 
RECOVERY 
PROCESS WITH 


DASE Gee 


STREPTOKINASE-STREPTODORNASE LECERLE 


Lederle 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, 


Pear! River, New York 





CUSTOM 
MADE— 


Before a single production step 
begins, measurements are taken, 
individual flesh and contour fea- 
tures noted. No effort is spared 
to give the amputee a leg as indi- 
vidual as men and machines can ; 
build. 

Yet in this custom-made Limb are 
built devices developed by years 


of experience and experiment to j 
aid movement in keeping with | 
nature’s own way. The Knee and 

Foot construction illustrated is 

designed to give silent, easy, and 


reliable use to the wearer. By 
combining these features with 
made-to-measure manufacture, 
Hanger fits amputees with 
limbs enabling a satis- 
factory return to 
normal life. 

















BRACES ARCH SUPPORTS TRUSSES 
628 N. Hudson Oklahoma City 3, Okle. 





ia 


ne 
oe 









, your good health —<¢ 
» HOT SPRINGS, 





thermal waters—only 
Spa in U.S.A. under 
regulation of the De- 
partment of Interior 













HOTEL & BATHS 





Renew your health at one of the 
South's finest resort hotels! 


, 
a 
Guest can go directly from room BN 2 i ' 
, in robe and slippers to our own \ 
Bath House located within hotel. 
%, Bath House under regulation of 
», the Department of the Interior. 


All sports available — wonderful fishing and golfl 







360 AIR-CONDITIONED 
Outside Rooms 
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DIRECTORY OF CLINICS, HOSPITALS, LABORATORIES 





Oklahoma Ciky ) 
- —— 


ee 


CONTINUOUSLY SERVING THE 
MEDICAL PROFESSION SINCE 1925 


MEDICAL ARTS LABORATORY 





Pasteur Building Medical Arts Building 
CEntral 2-8479 CEntrai 2-5233 


OKLAHOMA CITY 


Agr. 

W. F. KELLER, M.D. 
: Diplomate The American Board of Pathology 
fl REX KENYON, M.D., 


Diplomate The American Board of Pathology 
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PLAN TO ATTEND THE 
53rd ANNUAL MEETING 


of the 


OKLAHOMA STATE | 
MEDICAL ASSOCIATION 


April 20, 21, 22, 1959 Mayo Hotel 


TULSA, OKLAHOMA 














THE COYNE CAMPBELL SANITARIUM* 


Northeast Twentv-Third Street and Spencer Road 


Oklahoma City, Oklahoma GA 7-2441 
STAFF 

A. A. Hellams, M.D. Moorman P. Prosser, M.D. 

Chas. E. Leonard, M.D. Harold G. Sleeper, M.D. 

Chas. F. Obermann, M.D. Chas. A. Smith, M.D. 


JACK BARTHOLD 


*Owned and operated by the 
Oklahoma Medical Research Foundation Business Administrator 
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Bone and Joint Hospital 
McBRIDE CLINIC 


AN ACCREDITED HOSPITAL ARTHRITIS AND 
FOR ORTHOPEDIC SURGERY, RHEUMATIC DISEASES 
FRACTURES, HAND SURGERY 
OrTHOopPEDIC STAFF STAFF 
EARL D. McBRIDE, M.D., F.A.CS. 
ELIAS MARGO, M_.D., F.LCS. WM. K. ISHMAEL, M.D., F.A.-CP. 
HOWARD B. SHORBE, M_LD., F.A.CSS. ° 
WILLIAM L. WALDROP, MLD., F.A.CS. J. N. OWENS, JR., M.D., F.C.A.P. 
RUSSELL D. HARRIS MLD., F.A.CS. ; ’ LL. IFFY, MD. 
MARVIN K. MARGO, M.D. MARY ex - 
INDUSTRIAL SURGERY ARTHUR A. HELLBAUM, M.D., Ph.D., Consultant 
AND MEDICINE RICHARD W. PAYNE, M.D., Consultant 
JAMES P. BELL, M.D. 
JOHN A. BLASCHKE, M.D. JOHN C. NYGAARD, RP.T., Physiotherapist 


COMPLETE LABORATORY FACILITIES 


J. N. OWENS, JR., M.D., Pathology, Diplomate of the American Board 
PHONE CE 2-5293 605 N.W. 10th, Oklahoma City, Okla. C. E. BABCOCK, Director 











GOLDFAIN RHEUMATISM-ARTHRITIS 
LABORATORY 


228 NORTHWEST 13th STREET 


OKLAHOMA CITY, OKLAHOMA 


DEVOTED TO THE DIAGNOSIS AND TREATMENT OF RHEUMATIC DISEASES 





> 


X-RAY AND CLINICAL LABORATORY SURVEY OF EACH PATIENT 


Preparation of Vaccines 


E. GOLDFAIN, Director 
J 
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DRS. LAIN, LAMB and JONES 


DERMATOLOGY, SYPHILOLOGY 
RADIUM AND X-RAY 


THERAPY 


“9 
@ 


EVERETT S. LAIN, M.D. JOHN H. LAMB, M.D. PHYLLIS E. JONES, M.D. 


705 Medical Arts Building 
OKLAHOMA CITY, OKLAHOMA 











McALESTER CLINIC 


Third and Seminole 
McAlester. Oklahoma 


Complete Chinie Facilities 


Surgery Internal Medicine 
*George M. Brown, Jr., M.D., F.A.CS. *S. L. Norman, M.D. 
General Surgery and Proctology Diseases of the Chest 
E. H. Shuller, M.D. *C. K. Holland, Jr. M.D. 
General Surgery Gastroenterology and Gastroscopy 
Obstetrics - Gynecology Pediatrics 
W. Riley Murphy, Jr. M.D. *Thurman Shuller, M.D. 
Otalaryngology - Ophthalmology Radiology 
*Fred D. Switzer, M.D. *Bruce H. Brown, M.D. 
Diagnostic Radiology 
Anesthesiology X-ray and Radium Therapy 


H. C. Wheeler, M.D. 


Charles A. Miller 
Business Manager 


"Certified by Specialty Board 
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NORTHWEST MEDICAL LABORATORY 
1800 S. Von Buren 
Enid, Oklahoma 
Tissue examinations, Cytology and 


Complete Clinical Laboratory Facilities 


Henry T. Russell, M.D., Director 
Diplomate American Board of Pathology 


John F. Dunkel, M.D., Assoc. Director John Hale, Ph. D 
Diplomate American Board of Pathology Consultant in Microbiology 








Terrell’s Laboratories 
T. C. TERRELL. M.D.. F.C.A.P.. F.A.C.P.—Director 


PATHOLOGICAL BACTERIOLOGICAL SEROLOGICAI CHEMICAI 


X-RAY and RADIUM 


FORT WORTH 














George S. Bozalis, M.D Vernon D. Cushing, M.D. 
Dick H. Huff, M.D. George L. Winn, M.D. 
Robert S. Ellis, M.D. 


Oklahoma Allergy Clinic 


Specializing in the diagnosis and 


treatment of allergic diseases 


PASTEUR MEDICAL BUILDING 


711 N.W. Tenth Street Oklahoma City, Oklahoma 
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OSLER THYROID GROUP 


announces the opening of the 


Osler Radioisotope Laboratory 


1200 North Walker Street 
Oklahoma City, Oklahoma 


A clinical laboratory for the diagnosis and treatment of thyroid disorders using radio- 
active iodine (1**°). 

Tracer studies with radioactive iodine and determination of protein-bound-iodine in 
the blood serum are presently considered the most accurate laboratory procedures for de- 
termination of thyroid function. Radioactive iodine is effective in treating thyrotoxicosis, 
certain types of goiter and thyroid cancer. 


HENRY H. TURNER, M.D. 
Director 


Consultation by appointment. Telephone REgent 9-2242 











SPRINGER CLINIC 


TULSA, OKLAHOMA 








Phone LUther 7-6621 


604 South Cincinnati 








Medicine 
D. O. Smith, M.D. 
E. G. Hyatt, M.D. 
H. A. Ruprecht, M.D. 
Vincel Sundgren, M.D. 
D. C. Walker, M.D. 
Thomas H. Fair, M.D. 
Robert A. Jordan, M.D. 


Neurology and Psychiatry 
Tom R. Turner, M.D. 
Joe E. Tyler, M.D. 


Clinical Psychology 
Wm. W. Saunders, Ph.D. 


Urology 
Karl F. Swanson, M.D. 
C. H. Day, M.D. 


Ear, Nose, Throat and 
Plastic Surgery 

Donald L. Mishler, M.D. 
Obstetrics-Gynecology 

Paul A. Bischoff, M.D. 
Ophthalmology 


Thomas L. Ozment, M.D. 


Orthopedic Surgery 

Charles E. Brighton, M.D. 
General Surgery 

Carl Hotz, M.D. 

William Pratt, M.D. 
Pediatrics 

G. R. Russell, M.D. 

R. K. Endres, M.D. 
Radiology 

Harold A. Vinson, M.D. 
Anesthesia 

M. R. Steel, M.D. 
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STOUT CLINICAL LABORATORY 


COMPLETE LABORATORY FACILITIES 
FOR 
THE MEDICAL PROFESSION 


HUGH A. STOUT, M.D., M.S., (Med.), F.A.C.P., F.A.S.C.P. 


Director 


SPECIALIZING IN TISSUE PATHOLOGY AND CYTOLOGY 


5040 OSLER BLDG. 1200 NORTH WALKER PHONE CE 2-4866 
SUITE 4, FREW BLDG. 528 N. W. 12th PHONE FO 5-2079 
SUITE 206, LISTER BLDG. 430 N. W. 12th PHONE RE 6-0903 


OKLAHOMA CITY 








THE 
SUGG 
CLINIC 


Complete Clinical and Laboratory Facilities 








CYTOLOGY & TISSUE EXAMINATIONS RADIUM AND X-RAY THERAPY 


Surgery Internal Medicine 
E. M. Gullatt, M.D. *John B. Morey, M.D., F.A.C.P. 
Jerry B. Gwin, M.D. *Frank J. Martin, M.D. 
James F. Hohl, M.D. 
Obstetrics and Gynecology ones 
*E. R. Muntz, M.D. 100-04 E. 13th Street *G at °K Steph MD.FAAP 
E. F. Deese, M.D. eorge K. Stephens, M.D., F.A.A.P. 
Urology ADA, OKLA. Otolaryngology and Ophthalmology 
*Alfred R. Sugg, M.D., F.LCS. Telephone FE 2-5353 *Wm. G. Peterson, M.D., F.I.C.S. 
Orthopedic Surgery Radiology 
*David C. Ramsay, M.D *H. B. Yagol, M.D. 
Business Manager 
wey V. C. Walker 


*Ray U. Northrip, M.D., F.C.A.P. 
*Specialty Board Diplomate 
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TIMBERLAWN SANITARIUM 


for Nervous and Mental Disease-ESTABLISHED JUNE 23rd, 1917 
PHONE DAVIS 1-2678 DALLAS (1), TEXAS P. O. BOX 1769 


Complete modern facilities for Insulin-shock, Electro-shock, and Chemotherapy, under constant medical supervision. 


Phychoterapy. Occupational therapy. Recreational therapy. All other accepted methods of psychiatric treat- 

















ment. 
NARCOTIC CASES NOT ADMITTED 
THE STAFF 
Perry C. Talkington, M.D., Clinical Director Belvin A. Simmons, M.D., Resident Psychiatrist 
Charles L. Bloss, M.D., Medical Director E. Clay Griffith, M.D., Resident Psychiatrist 
Howard M. Burkett, M.D., Associate Psychiatrist Frances Lumpkin, R.N., B.S., Director of Nurses 
James K. Peden, M.D., Associate Psychiatrist Donald Bertoch, M.A., Clinical Psychologist 
Ward G. Dixon, M.D., Associate Psychiatrist Charles J. Black, M.A., Clinical Psychologist 
Jerry M. Lewis, Jr., M.D., Associate Psychiatrist Bill M. Turnage, M.S., Director of Social Service 
C. L. Jackson, M.D., Associate Psychiatrist Lois Timmins, Ed.D., Director of Recreational Therapy 
LeeOwen S. Buford, M.D., Associate Psychiatrist Geraldine Skinner, B.S., O.T.R., Director of Occupational 
Albert F. Riedel, Jr.. M.D., Resident Psychiatrist Therapy 
Ralph M. Barnette, Jr., Business Manager 
Surgery | ULSA CLINIC Internal Medicine 
Andre B. Carney, M.D. Craig S. Jones, M.D. 
F.1.C.S., F.A.C.S. 
COMPLETE CLINICAL AND 
Thomas W. Taylor, M.D. 
_m LABORATORY FACILITIES 
Neurology and 
Medicine = : Internal Medicine 
H. W. Ford, M.D. 915 South Cincinnati O. L. Hill, MO. 
Tulsa, Oklahoma 
Cardiology and Telephone GI 7-0177 SeMer end 
Internal Medicine d 
Gastro-enterology 
James C. Peters, M.D. 
F.A.C.C. Miss Bettye Adams, Director Eari M. Lusk, M.D. 
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BELLEVUE CONVALESCENT HOSPITAL 
Completely Air Conditioned 


Providing 
Professional Care and Personal Attention for 
Convalescent, Chronic and Medical Patients 


436 N.W. Tweifth Street 
Oklahoma City, Oklchoma 
RE 6-8320 
Norman L. Thompson 


Owner and Manager 
Mrs. Dade Thompson, Asst. Mgr. 





THE NEUROLOGICAL 
HOSPITAL 


2625 West Paseo 
Kansas City, Missouri 
. 


A voluntary hospital providing the care 
and treatment of nervous and mental 
patients, and associate conditions. 














BEVERLY HILLS 
CLINIC AND 
SANITARIUM 


Licensed by the Texas State Health Department 
for a private mental hospital. 


210 N. Westmoreland Avenue WHitehall 3-4651 
Dallas 11, Texas 


A private clinic and hospital for nervous and men- 
tal diseases both for in-patients and out-patients— 
stressing a homelike environment with separate 
building units and special cottages—air-conditioned. 
A complete neuropsychiatric diagnostic and treat- 
ment center including a department of psychol- 
ogy — encephalography — clinical laboratory and 
X-ray — psychotherapy — electroshock and insulin 
coma therapy, as well as psycho-surgery. 


ARTHUR J. SCHWENKENBERG, MD. 
JOSEPH L. KNAPP, M.D. 

JACKSON H. SPEEGLE, M.D. 

FRED H. JORDAN, MD. 

HENRY P. HARE, JR., M.D. 


LUDLOW M. PENCE, M.D. (Neurology- 
Electroencephalography ) 


NEUROLOGY PSYCHIATRY 








LAKELAND MEDICAL CENTER 


General, Thoracic and Orthopedic Surgery 
W. PAT FITE, Sr., M.D. 
BENJAMIN H. GASTON, M.D. 


Obstetrics and Gynecology 
MIKE FITE, M.D. 
Plastic & Maxillofacial Surgery 
PAT FITE, Jr., M.D. 


Claude G. Rainey, Manager 
MUrray 7-5477 Muskogee, Okla. 

















ROCK HAVEN HOSPITAL 
1200 N.E. 63rd Street Phone VI 3-1511 
Oklahoma City, 11, Oklahoma 


A private hospital for treatment of ocute 
and chronic alcoholism. 


Quiet Suburban location with a home-like 
atmosphere. Staff physician in constont 
attendance. 


IRA W. BAKER, Business Manager 














MID-WEST SURGICAL SUPPLY CO., INC. 


OF OKLAHOMA 


1420 N. Robinson 


\Vedical Equipment 


Phone RE 9-1481 


Surgical Instruments 


Oklahoma City 3, Okla. 


General Supplies 
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THE CHICKASHA HOSPITAL AND CLINIC 
Chickasha, Oklahoma 
Internal Medicine General Practice 
S. D. Revere, M.D. W. C. Click, M.D 
J. H. Foertsch, M.D Pathology 
Surgery H. C. Russell, M.D 
R. G. Stoll, M.D., F.A.C.8.* (Part Time)* 
R. D. Shelby, M.D., F.A.C.S Radiology 
Pediatrics James T. Boggs, M.D 
R. E. Herndon, M.D., F.A.A.P.* ‘(Part Time)* 


OB-Gyn Administration 
B. C. Chathem. M.D., F.A.C.8.* 


*Board Certified 


James W. Loy 


THE LeROY LONG CLINIC 


714 Medical Arts Building Oklahoma City 


LeRoy D. Long, M.D., F.A.C.S., Cert. Am. Board Surgery 


General Surgery 


THE DURANT HOSPITAL AND THE DURANT CLINIC 
Durant, Okla. 
Staff 
W. A. Hyde, M.D., F.A.CS. Alfred T. Baker, M.D 
James T. Colwick, Jr., M.D. 
LANGSTON MEDICAL GROUP 
Internal Medicine 
1214 North Hudson Oklahoma City. Okla 
Wann Langston, M.D., F.A.C.P.* Richard E. Carpenter, M.D.* 
Medicine, Cardiology Medicine, Neurology 
George N. Barry, M.D., F.A.C.P.* John W. DeVore, M.D 
Medicine, Cardiology Medicine, Hematology 
John J. Donnell, M.D.* Radiosotopes1* 

Medicine, Cardiology James K. DeVore, M.D.* 
Cardiac Catheterization Medicine, Gastroenterology 
James R. Lowell, M.D., 

Medicine, Pulmonary Disease, Bronchoscopy 


*Diplomate American Board Internal Medicine 
**Radioactive Isotopes—1'*', P22, Au’, sCrs', Fes* RISA, Co®( B-12) 
—for diagnosis and therapy. 


MIAMI CLINIC 
Miami Clinic Bidg.—30 B, S.W. Miami, Oklahoma 


Wylie G. Chesnut, M.D. General Surgery 
Rex M. Graham, M.D. Obstetrics & Gynecology 
H. W. Wendelken, M.D. Internal Medicine & Cardiology 
J. E. Highland, M.D. .General Practice 
Harry C. Ford, M.D. Eye, Ear, Nose, & Throat 
Glenn W. Cosby, M.D. Obstetrics & Gynecology 
Ralph H. Cully, D.D.sS Dental Surgery 


OKLAHOMA CITY CLINIC 
Phone RE 99-1692 
. N. Robertson, M.D 
. V. Hough, M.D. 
P. Holt, M.D 
J. Gable, M.D 
Neill Lysaught, M.D. 
. H. Kalmon, M.D. 
onald D. Albers, M.D. 
W. 8. Pugsley, M.D 
E. R. Munnell, M.D. 
E. A. Walker, Jr., M.D. 
Sam W. Hendrix, M.D Edwin R. Maier, M. D 
Charles W. Cathey, M.D Frank G. Gatchell, M.D 
W. FP. Keller, M.D., Consultant 
Wesley Hospital, Phone RE 6-0681, Twelfth and Harvey 


PHYSICIANS 
CARDIOLOGY 


. Paulus. M.D. 
. Macdonald, M.D. 
. Robinsoc. M.D. 


Cc. M. Bielstein, M.D 
R. C. Lawson, M.D 
Melvin C. Hicks, M.D 








Seals L. Whitely, M.D. 


CARDIOVASCULAR 


W. T. MeCOLLUM, M.D., F.A.C.P. 
Certified American Board of Internal Medicine 
in Internal Medicine and Cardiovascular Diseases 

Practice Limited to Cardiovascular Diseases 
437 N.W. 12 Phone FO 5-6461 
Oklahoma City, Oklahoma 


DERMATOLOGY 











MARK ALLEN EVERETT, M.D. 
Disease & Malignances of the Skin 
X-ray therapy 
411 N.W. llth St RE 6-8086 
Oklahoma City, Oklahoma 


HERVEY A. FOERSTER, M.D. 
Practice Limited to Disease of the Skin 
X-Ray and Radium Therapy 
1220 N. Walker 
ONIS GEO. HAZEL, M.D. LLOYD A. OWENS, M.D. 
510—Medical Arts Building—507 
Announce the merger of their practices and offices in the 
Practice of Dermatology 


Oklahoma Cit; 


DRS. HAZEL and OWENS 


Phones FO 5-3824, FO 5-8411 507-510 Medical Arts Bldg 
Oklahoma City 


ROBERT J. MORGAN, M.D. 


Diseases and Malignancies of the Skin 
X-Ray and Radium Therapy 


X-Ray Epilation for Resistant Pungus of the Scalp 


Phone FOrest 5-8933 
Oklahoma City, Okla 


216 Pasteur Medical Bidg. 
1111 North Lee 


MARQUE 0O. NELSON, M.D. 
Dermatology 
X-Ray Epilation for Resistant Ringworm of the Scalp 
510 Medical Arts Building Phone GIbson 7-3532 
Tulsa, Oklahoma 


LLOYD A. OWENS, M.D. 
Diseases and Malignancies of the Skin 


Grenz Ray X-Ray Radium Therapy 


507 Medical Arts Bldg. Phone FOrest 5-3824 


Oklahoma City, Oklahoma 


W. A. SHOWMAN, M.D. 


Practice Limited to Diseases and Malignancies of the Skin 


X-R—-Grenz Ray and Radium Therapy 
407 Medical Arts Bide. Tulsa, Okla 


Cc. JACK YOUNG, M.D. 


Diseases and Malignancies of the Skin 
Surgical planing of acne scars and tattoos 
Hemangiomas 


Radium Cobalt 60 X-Ray 
Osler Building Medical Center 
Oklahoma City Lawton, Okla 





F. REDDING HOOD, M.D.., F.A.C.P. 
Specializing in Cardiology and Electro-Cardiography 
1220 N. Walker 


Osler Annex Telephone FO 5-2346 


Oklahoma City, Okla 
WILLIAM BEST THOMPSON, M. D. 


Diplomate American Board of Internal Medicine 
Practice limited to Cardiology and Diseases of the Circulation 
528 N.W. 12th RE 6-8589 Okla. City, Okla 


STANLEY R. McCAMPBELL, M.D. 
Cardiology and Electrocardiography 
1220 N. Walker 


Telephone RE 6-1295 
Oklahoma City, Oklahoma 


Osler Annex 





DIAGNOSIS 





HUGH JETER, M.D., F.A.C.P., A.S.C.P. 
American Board of Internal Medicine 


Diagnosis and Internal Medicine Clinical Pathology 


Osler Building Oklahoma City Phone CE 2-8274 





EYE, EAR, NOSE AND THROAT 





OSCAR H. MILLER, M.D. 
EYE, EAR, NOSE AND THROAT 
317 S. Broadway 
Ada, Oklahoma 
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CHARLES A. ROYER, M.D. 
Diseases and Surgery of the Eye 
Certified by American Board of Ophthalmology 
Lister Bldg. 430 N.W. 12 
Oklahoma City 


GASTROENTEROLOGY 


VIRGIL RAY FORESTER, M.D. 
Gastroenterology 


Pasteur Medical Building 
Oklahoma City, Okla 











Room 316 


DOCTORS MATTHEWS AND COLVERT 


Sanford Matthews, M.D. 
J. R. Colvert, M.D., P.A.C.P. 
Certified American Board of Internal Medicine and 
Gastroenterology 
Complete X-ray, laboratory and Gastroscopic Facilities 
1319 Classen Drive CE 2-2033 Oklahoma City, Okla 





INTERNAL MEDICINE 





JOHNNY A. BLUE, B.A., M.D. 
Allergy Group 
Fellow American Academy of Allergy 
Fellow American College of Allergists 
SPECIALIZING IN ALLERGIC DISEASES 
Lister Medical Bldg. — 430 N.W. 12 
RE 6-1446 — RE 6-1447 


RICHARD M. BURKE, M.D., F.A.C.P. 
Internal Medicine —- Diseases of Chest 
430 N.W. 12th Street Lister Building 
Oklahoma City, Oklahoma 


HARRY A. DANIELS, M.D., F.A.C.P. 
Interna! Medicine and Diagnosis 
Special Attention to Gastro Intestinal and Cardiac Diseases 
610 N.W. 9th Street Oklahoma City 
Res. Phone JA 8-1655 


C_ J. FISHMAN, M.D. 
Diagnosis and Consultation in Internal Medicine 

132 N.W. 4th 8t. Oklahoma City, Okla 

Off. Ph. FO 5-9205 Res. Ph. VI 3-1306 
E. GOLDFAIN, M.D. 

Diagnosis and Treatment of Rheumatic and Arthritic Diseases 

228 W. 13th St. Oklahoma City 

Off. Phone FO 3-9832 Res. Phone JA 4-1102 


FANNIE LOU LENEY, M.D. 
Fellow American College of Allergists 
Fellow American Academy of Allergy 
Diagnosis and Treatment of Allergic Diseases 
Telephone FO 5-9303 or FO 5.9304 — Residence VI 3-3541 
525 N.W. llth Oklahoma City, Okla. 


WILLIAM RB. PASCHAL, M.D. 
Certified American Board of Internal Medicine 
Diagnosis and Internal Medicine 
Lister Bidg., 430 N.W. 12th St. 
Oklahoma City Office Phone CE 2-1113 
HENRY H. TURNER, M.D., F.A.C.P. 
Cert. American Board of Internal Medicine 
Diagnosis and Internal Medicine 
Specializing in Neuro-Endocrine Disorders 
316-319 Osler Medical Bide. 
1200 N. Walker 


H THOMPSON AVEY, M.D., F.A.C.P. 
WILLIAM H. REIFF, M.D., F.A.C.P. 
Diagnosis and Internal Medicine 
Including cardiology, electrocardiography, gastroenterology, 
hematology, x-ray and laboratory diagnosis, radioisotopes 
Certified by American Board of Internal Medicine 


437 N.W. 12th Oklahoma City FO 5-6461 





NEURO-PSYCHIATRY 


A. A. HELLAMS, B.S., M.D., F.A.P.A. 
Diplomate of American Board of Psychiatry 
and Neurology in Psychiatry 
1200 N. Walker — Osler Building 
Oklahoma City, Oklahoma 





Phone FO 5-5237 















CHARLES E. LEONARD, B.S., M.D., F.A.C.P., F.A.P.A. 
Certified by the American Board of Neurology 
and Psychiatry in Psychiatry 


Practice Limited to Psychiatry, 
Electroencephalography and Psychonalysis 


528 N.W. 12th Oklahoma City 










Telephone FO 5-2200 





MURIEL HYROOP, M.D., F.A.P.A. 
Psychiatry 
Psychotherapy and Counseling 
1219 N. Walker RE 9-1149 





Oklahoma City 







CHARLES F. OBERMANN, M.D., M.S., F.A.P.A. 
Diplomate American Board of Psychiatry and Neurology 
in Psychiatry 
Practice Limited to Psychiatry and Neurology 
5101 N. Shartel — Shartel Medical Center 
Telephone Victor 2-1466 Oklahoma City, Okla. 


MOORMAN P. PROSSER, M.D., F.A.C.P., F.A.P.A. 
Diplomate American Board of Psychiatry and Neurology 
in Psychiatry 
and 
RICHARD B. LINCOLN, M.D. 
Neurology, Electroencephalography and the Epilepsies 
Announce the association of 
CHARLES E. SMITH, Jr., M.D. 
in the practice of Psychiatry and Neurology 
1010 Medical Arts Building Phone CE 2-9695 
Oklahoma City, Oklahoma 
















HAROLD G. SLEEPER. M.D., F.A.P.A. 
Diplomate American Board of Psychiatry and Neurology 
in Psychiatry 
Practice Limited To 
Psychiatry — Electroencephalography — Neurology 
521 N.W. llth Street Res. JA 5-6846 
FO 5-6454 Exch. JA 8-2121 






Oklahoma City 


OHARLES A. SMITH, M.D., F.A.P.A. 
Diplomate American Board of Neurology and Psychiatry 
in Psychiatry 
Practice Limited to Neuropsychiatry 
216-218 Lockett Hotel Norman, Oklahoma 


OBSTETRICS AND GYNECOLOGY 


CHARLES D. BODINE, M.D., F.A.C.0.G. 
Certified American Board of Obstetrics and Gynecology 
137 Osler Annex 
1220 North Walker 
Oklahoma City, Oklahoma 
























Telephone CE 2-1311 





E. MALCOLM STOKES, M.D., F.A.C.5. 
Certified American Board of Obstetrics and Gynecology 
1415 East 15th Street Phone GL 7-8657 
Tulsa, Oklahoma 








GERALD ROGERS, M.D., F.A.C.S. 






Certified American Board of Obstetrics and Gynecology 





Phone CE 2-8722 





Pasteur Building, 1111 N. Lee 





Oklahoma City, Oklahoma 












ORTHOPEDICS 


JOHN FLORENCE, M.D., F.A.C.S. 
Diplomate American Board of Orthopedic Surgery 
Orthopedic Surgery, Fractures, Industrial Injuries 

1200 N. Walker 
Oklahoma City, Oklahoma 














GRAYBILL — WILSON ORTHOPEDIC CLINIC 
1202 Arlington Lawton, Okla. 
Orthopedic Surgery — Fractures — Industrial Injuries 

Charies 8S. Graybill, M.D. 

Diplomate American Board of Orthopedic Surgery 
Douglas E. Wilson, M.D. 

Diplomate American Board of Orthopedic Surgery 

Diagnostic X-Ray 
Registered Physical Therapist 
Sammie J. Smith—Business Manager 

















PORT JOHNSON, M.D. 


Diplomate American Board Orthopedic Surgery 
ORTHOPEDIC SURGERY 
Phone MUrray 2-2711 







Surety Bidg. 
Muskogee, Oklahoma 
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THE ORTHOPEDIC CLINIC 


. 
TULSA, OKLAHOMA 
Suite 203 Utica Square Medica! Center 


J. E. McDonald, M.D. 
R. M. Michols, M.D. 
Practice Limited to Bone and Joint Surgery 


THE O'DONOGHUE ORTHOPEDIC CLINIC 
Orthopedic Surgery — Fractures — Industrial Injuries 
Pasteur Medical Building — 1111 N. Lee 
Oklahoma City, Oklahoma 
Don H. O'Donoghue, M.D., F.A.C.S. 

Diplomate American Board Orthopedic Surgery 
S. Fulton Tompkins, M.D. 

Diplomate American Board Orthopedic Surgery 
Diagnostic X-Ray Registered Physical Therapist 
Mary Claude Duggan, Business Manager 


JOHN RAYMOND STACY, M.D., F.A.C.S. 
Diplomate American Board Orthopedic Surgery 
Orthopedic and Fracture Surgeon 


415 N.W. 12th St. FO 5-6315 


Oklahoma City, Oklahoma 


WADE SISLER, M.D. 
ORTHOPEDIC SURGERY 


Tulsa, Oklahoma 


W. K. WEST, M.D., F.A.C.S. 
Diplomate American Board Orthopedic Surgery 
Orthopedic and Fracture Surgery 
520 Osler Building Phone FO 5-6381 
Oklahoma City, Oklahoma 


PATHOLOGY 


JAMES K. BOYD, M.D. 
Pathologist and Cytologist 
Specializing in GYN Cytology (Papanicolaou) 


320 Court Arcade Building Tulsa, Oklahoma 








Kits for fixing and mailing cytology slides may be had on 
request. 


Office GI 7-9221 If no answer LU 3-5538 





PEDIATRICS 





General Pediatrics and Pediatric Allergy 
CARROLL M. POUNDERS, M.D., F.A.C.P. 
Fellow, American Academy of Allergy 
Fellow, American College of Allergists 
Cert. American Board of Pediatrics 
Cert. Sub. Specialty in Allergy 


CHARLES E. DELHOTAL, M.D. 
Cert. American Board of Pediatrics 
100 Osler Annex — 1220 North Walker Ave. 
Phore CE 2-6218 Oklahoma City, Cklahoma 





PHYSICAL MEDICINE AND REHABILITATION 





HERBERT KENT, M.D. 
Diplomate American Board of Physical Medicine & 
Rehabilitation 
Neuromuscular Diseases Arthritis Hemiplegia 
Spinal Cord Injuries and Electromyography 
Pasteur Building ’ Telephone FO 5-7773 
Oklahoma City 





PROCTOLOGY 





JOHN G. MATT, M.D. 
Surgery and Diseases of the Colon and Rectum 


1001 Medical Arts Building Tulsa, Okahoma 


R. L. MURDOCH, M.D. 
L. H. MURDOCH, M.D. 
Surgery and Diseases of the Colon and Rectum 
711 Medical Arts Bide. Oklahoma City 


NEIL W. WOODWARD, M.D., F.A.C.S., F.1.C.S. 
limited 





Surgery and Diseases of the Colon and Rectum 
631 N.W. 10th 


Telephone FO 5-4419 
Oklahoma City, Oklahoma 


FP. A. Stuart, M.D. 
J. C. Dague. M.D. 











RADIOLOGY 


JAMES T. BOGGS, M.D. 
ROBERT SUKMAN, M.D. 
WAYNE H. SCHULTZ, M.D. 
Diplomates American Board of Radiology 
X-Ray — Diagnosis — Therapy 
Cobalt - 60 — Deep and Interstitial Therapy 

129 Osler Bide. 1200 N. Walker 
Phone RE 9-2641 Oklahoma City, Okla 





P. E. RUSSO, M.D. B. E. MULVEY, M.D. C. G. GOIN, M.D. 
R. B. PRICE, M.D. 


Osler Bldg Pasteur Bldg St. Anthony's Hosp 
CE 2-4333 FO 5-5658 FO 5-0511 
X-Ray Diagnosis and Therapy — Isotopes — Cobalt Therapy 


Oklahcma City, Oklahoma 


JOHN K. DANSTROM, M.D. DAVID C. LOWRY, M.D. 
HAVEN W. MANKIN, M.D. 


X-Ray Diagnosis and Therapy Cobalt Therapy 
1115 Medical Arts Bidg. 528 N.W. 12 
Tel. CE 2-1135 Tel. FO. 5-5337 


Oklahoma City, Oklahoma 


WILLIAM E. EASTLAND, M.D., F.A.C.R. 


Radium and X-ray Therapy 


Dermatology 


405 Medical Arts Building 


Oklahoma City, Oklahoma Phone FO 5-1446 


E. V. WINNINGHAM, M.D. 
Diplomate of the American Board of Radiology 
Radiology 


Ardmore, Oklahoma 1011 N.W. 14th Street 





SURGERY 


J. SAMUEL BINKLEY, M.D., F.A.C.S. 
Surgery Limited to Cancer and Allied Diseases 
Phone CE 2-2661 
814 Medical Arts Building 





Oklahoma City 2, Okla. 


JOHN F. BURTON, A.B., M.D., F.A.C.S. 


Certified American Board of Plastic Surgery 
PLASTIC SURGERY 
434 N.W 13th Okahoma City, Oklahoma 
J. MOORE CAMPBELL, M.D., F.A.C.S. 
Thoracic Surgery 
Cardiac Surgery Pulmonary Surgery 
Bronchoscopy 
506 Medical Arts Bldg. CE 2-1396 Oklahoma City 
Ancel Earp Jr., M.D., F.A.C.S. 
Certified American Board of Surgery 
General Surgery 
1200 N. Walker CE 2-2988 Okla. City, Okla. 
EDWARD M. FARRIS, M.D., F.A.C.S. 
Certified American Board of Surgery 
General Surgery 
Office Phone REgent 6-4695 
104 Pasteur Medical Building 
Oklahoma City, Oklahoma 


1111 North Lee 


ATHOL L. FREW, JR., D.D.S., M.D. 
Certified American Board of Oral Surgery 


Telephone REgent 6-1631 
528 N.W. 12th Oklahoma City 
ALLEN E. GREER, M.D. 
J. M. CAREY, M.D. 
Certified American Board Surgery 
Certif.ied American Board Thoracic Surgery 


Practice Limited to Thoracic Surgery (Pulmonary, Cardio- 
Vascular, Esophageal) 
Bronchoscopy Esophagascopy 
430 N.W. 12 — Suite 102 Oklahoma City, Okla. 


FO 5-3377 


R. M. HOWARD, M.D., F.A.C.S. 
Certified American Board of Surgery 
ROBERT B. HOWARD, M.D.. F.A.C.S. 
Certified American Board of Surgery 
Practice Limited to Genera] Surgery and 

Diseases of the Thyroid Gland 


216 Osler Building Phone FO 5-2341 Oklahoma City 
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JOHN D. INGLE, M.D., F.A.C.S. 
Certified American Board of Surgery 


IRA 0. POLLOCK, M.D., F.A.C.S. 
Certified American Board of Surgery 
General Surgery 


Oklahoma City, Oklahoma 


1200 N. Walker Phone CE 2-4211 


GILBERT L. HYROOP, M.D. 
Certified American Board of Plastic Surgery 
Plastic and Reconstructive Surgery and Surgery of the Hand 
REgent 9-1149 
1219 N. Walker Oklahoma City, Oklahoma 
JAMES W. KELLEY, M.D., F.A.C.8. 
Certified American Board of Plastic Surgery 
Plastic and Reconstructive Surgery 
Suite 204 Utica Square Medical Center 
Telephone Riverside 2-5589 Tulsa 14, Oklahoma 





GEORGE H. KIMBALL, M.D., F.A.C.S. 


Certified American Board of Plastic Surgery 
Plastic and Reconstructive Surgery 


ROBERT A. McLAUCHLIN, M.D. 
Certified American Board of Surgery 


321 Pasteur Building Oklahoma City Phone CE 2-5496 


KARL K. BOATMAN, M.D. 
Certified American Board of Surgery 
General Surgery 
Oklahoma City, Oklahoma 


Suite 15 RE 6-3707 


528 N.W. 12th 


F. M. LINGENFELTER, M.D., F.A.C.S 
Surgery and Surgical Diseases of the 
Thyroid Gland 


216 Osler Building Oklahoma City, Okla 


CHARLES M. O'LEARY, M.D., F.A.C.S. 
Certified American Board of Surgery 
General Surgery 


*215 Medical Arts Building Oklahoma City, Okla. 





GREGORY E. STANBRO, M.D., M.Sc., F.A.C.S. 
General Surgery and Gynecology 
7 Pasteur Building 
‘11 N. Lee 


FO 5-6646 
Oklahoma City, Oklahoma 


CURT VON WEDEL, M.D. 
C. A. GALLAGHER, M.D. 
Plastic and Reconstructive Surgery 
WwW. 9 


Oklahoma City Phone CE 2-3108 


JOHN POWERS WOLFF, M.D., F.A.C.S. 
Surgery and Consultation 
Special Attention to Vascular Surgery 
Office Phone RE 9-1313 Res. Phone JA 5-3732 
Osler Annex—1220 N. Walker Oklahoma City 3, Okla 


UROLOGY 


DRS. AKIN AND APPLETON 
Oklahoma City, Okla. 
Practice Limited to Urology 
Robert H. Akin. M.D., F.A.C.S 
M. M. Appleton, M.D., P.I.C.S 
Diplomates American Board of Urology 








610 N.W. Ninth 


JACK O. AKINS. M.D. 
1101 Medical Arts Bldg. 

Tulsa, Oklahoma 
Practice Limited to Urology 


Phone LU 5-5646 


JAMES 8S. BOYLE. M.D. 
Practice Limited to Urology 
525 N.W. llth 


Oklahoma City Phone FO 5-5494 


BERGET H. BLOCKSON, M.D. 
MAXWELL A. JOHNSON, M.D. 
Urologists 
Diplomates American Board of Urology 
517 Medical Arts Bldg. Phone LU 4-1888 
Tulsa, Oklahoma 





DON W. BRANHAM, M.D. 
©00 Osler Building 
Okiahoma City, Oklahoma 
PRACTICE LIMITED TO UROLOGY 
Diplomate of American Board of Urology 


Phone FO 5-9711 


HENRY 8S. BROWNE, M.D. 
Diplomate of the American Board of Urology 
CHerry 2-4515 
916 Medical Arts Bidg Tulsa, Oklahoma 


Cc. B. DAWSON, M.D., F.A.C.8, 
Diplomate of the American Board of Urology 
Practice Limited to Urology 
528 N.W. 12th Phone CE 2-8568 
Oklahoma City, Oklahoma 
JESS E. MILLER, M.D. 
600 Osler Building 1200 North Walker 
Oklahoma City, Oklahoma 
Practice Limited to Urology 
Res. Phone JA 5-7241 Office Phone FO 5-1912 


SHADE D. NEELY, M.D. 
EUGENE M. HENRY, M.D. 
Practice Limited to Urology 


625 Commercial Nat'l Bldg Muskogee 
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§ prompt, aggressive 





antibiotic action 
sa reliable defense against 


monilial complications 








both are often needed when 


bacterial infection occurs 
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for a direct strike at infection 


Mysteclin-V contains tetracycline phosphate complex 


It provides a direct strike at all tetracycline-susceptible organisms (most pathogenic bacteria, certain rickett- 
sias, certain large viruses, and Endamoeba histolytica) 


It provides the new chemical form of the world’s most widely prescribed broad spectrum antibiotic 


It provides unsurpassed initial blood levels — higher and faster than older forms of tetracycline — for the most 
rapid transport of the antibiotic to the site of infection. 


for protection against monilial complications 
Mysteclin-V contains Mycostatin 


It provides the antifungal antibiotic, first tested and clinically confirmed by Squibb, with specific action against 
Candida (Monilia) albicans. 


It acts to prevent the monilial overgrowth which frequently occurs whenever tetracycline er any other broad 
spectrum antibiotic is used. 


It protects your patient against antibiotic-induced intestinal moniliasis and its complications, including vaginal 
and anogenital moniliasis, even potentially fatal systemic moniliasis. 


MYSTECLIN-V 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


Capsules (250 mg./250,000 u.), bottles of 16 and 100. Half-strength Capsules (125 mg {125,000 u.), bottles of 16 and 100. 
Suspension (125 mg./ 125,000 u. per 5 cc.) 60 cc. bottles. Pediatric Drops (100 mg./ 100,000 u. per cc.). 10 cc. dropper bottles. 
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SQUIBB - ~All | Squibb Quality — the Priceless Ingredient 
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Many such 


hypertensives have 





been on Rauwiloid 





for 3 years 





and more* 












for Rauwiloid IS better tolerated... 
“alseroxylon [Rauwiloid] is an anti- 
hypertensive agent of equal thera- 
peutic efficacy to reserpine in the 

{ treatment of hypertension but with 
/ significantly less toxicity.” 










*Ford, R.V., and Moyer, J.H.: Rau- 
wolfia Toxicity in the Treatment of 
Hypertension, Postgrad. Med. 23:41 
(Jan.) 1958. 
















Enhances safety when more potent drugs just two tablets 
are needed. . at bedtime 
. . ® . > ® 
Rauwiloid® + Veriloid After full effect 
alseroxylon 1 mg. and alkavervir 3 mg. 
for moderate to severe hypertension. 
Initial dose, 1 tablet t.i.d., p.c. 


one tablet suffices 


Rauwiloid® + Hexamethoniam 
alseroxylon 1 mg. and hexamethonium chloride 
dihydrate 250 mg. 


in severe, otherwise intractable hyper- Riker) 
tension. Initial dose, 4% tablet q.i.d. her ee 


Both combinations in convenient NORTHRIDGE, 
single-tablet form. CAUFORNIA 
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Compazine 


i able oF " lie 
btcat 
setts 
ne wiCHtGan 


nausea and vomiting 


—from virtually any cause 


e in pregnancy—pre- and postoperative states— 
gastroenteritis—alcoholism—cancer and chronic 
diseases 


e control is achieved with low dosage—usually 
15 to 20 mg. daily—and often within a half 
hour after the first oral dose 





“Compazine’ is remarkable for its freedom from drowsiness. Patients 


carry on normal activities and often experience an actual alerting effect. 


...for immediate control of severe vomiting: 


Ampuls, 2 cc. (5 mg./cc.) ® : , 
NEW: Multiple dose vials, gy ee any ann te yore ag 
10 cc. (5 mg. cc.) &® 
Also available: 


Tablets, 5, to and 25 mg., in bottles of 50 and 500. 

Spansule* capsules, 10, 15 and 30 mg., in bottles of 30 and 250. 
Suppositories, 5 and 25 mg., in boxes of 6. 

Syrup, 5 mg./teaspoonful (5 cc.), in 4 fl. oz. lightproof bottles. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, $.K..F. 
tT.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 


7256 











